
It'sd
to test their b

ifficult to get your patients
ood glucose as often as they should.

Or is it?

You advise your patients with diabetes to test their blood glucose
levels several times a day. They tell you they will, but inevitably
they don't because it's time consuming, inconvenient and
difficult. Well, we've changed all that with the Companion™ 2.
We've made testing automatic. Insert the test strip, add a small
drop of blood, wait only 20 seconds and you're done.
Our biosensor technology has made it easier than ever to quietly and
discreetly test blood glucose levels. And there's no cleaning,
which means no contamination. And the Companion 2 is also
exceptionally accurate. For more information, call us at
1-800-537-3575. Tell your patients about the Companion 2.
We think it will make both of you feel a lot better.

HJTMEDISENSE

Companion™2



AMERICAN DIABETES ASSOCIATION
1993 POSTGRADUATE COURSE
SAN FRANCISCO, CALIFORNIA

AUDIO CASSETTES
Selected sessions from this years' 1993 Postgraduate Course are now available by mail order through AVW
Audio Visual, Inc. You may order your selections by simply marking the box next ot the session(s) of your
choice and mailing the order form to AVW at the address listed on the form. AH sessions = $9.00 US (unless
otherwise noted) + SHIPPING AND HANDLING (Mail Orders) All orders must be prepaid.

TRACK I
SESSION 1: DIABETIC NEUROPATHY

Q] ADA • 1A Pathophysiology and Results in New Clinical Studies with Aldose
Reductase Inhibitors

Q ADA - IB Unusual Clinical Aspects of Diabetic Neuropathy
• ADA - 1C New Treatment Modalities for Diabetic Neuropathy
Q ADA • ID Hypoglycemia-Associated Autonomic Failure in the Absence of

Autonomic Neuropathy

SESSION 2: NEW APPLICATIONS OF STANDARD THERAPY

Q A D A - 2 A Microalbuminuria: Diabetic Nephropathy?

n ADA • 2B Antihypertensive Treatment in Early Diabetic Nephropathy

Q ADA - 2C Do Low Protein Diets Delay Renal Insufficiency in Patients with
Early Diabetic Nephropathy

LJ ADA • 2D Alternative Drug Treatment of Hypertriglyceridemia in Diabetes

SESSION 3: UNUSUAL SUBSETS OF DIABETES MELLITUS

n ADA - 3A Type II Diabetes in African Americans

ADA - 3B Atypical Diabetes in Younger African Americans

• ADA - 3C Diabetes When Food is Scarce (Malnutrition-Related Diabetes)

ADA - 3D Inheritance and Pathogenesis of "Maturity-Onset Diabetes of Youth

SESSION 4: CONTROVERSIES IN CLINICAL ENDOCRINOLOGY

Q ADA • 4A The Androgenized Woman • From Simple Hirsutism to Virilization

I ADA - 4B New Approaches to the Evaluation and Treatment of Patients with
Asymptomatic Primary Hyperparathyroidism

SESSION 5: THERAPIES JUST AROUND THE CORNER

• ADA-5A Future Therapies of IDDM: Are We There Yet?

] ADA • 5B Maintenance of Endogenous Insulin Secretion in New Onset Type
I Diabetes

] ADA - 5C New Insulins and Insulinotropic Agents

• ADA - SD Metformin, Phenformin's (DBI) Cousin

Q ADA - 5E Thiazolidinediones • Restorer of Insulin Sensitivity

TRACK II
SESSION 6: INTENSIVE INSULIN THERAPY UPDATE

n ADA - 6A Complications of Intensive Therapy

n ADA • 6B Controversies of Insulin Management During Surgery

Q ADA - 6C Critical Role of the Nurse Specialist in Intensive Management

Q ADA - 6D Assessment of Glycemic Control

• ADA - 6E Trends in the Management of Brittle Diabetes

SESSION 7: OBESITY AS A RISK FACTOR: MORE THAN MEETS
THE EYE

ADA • 7A Dilemma of Weight Gain After Smoking Cessation

| ADA • 7B Can Successful Long Term Weight Loss Be Predicted?

| ADA • 7C Is Diet-Induced Weight Cycling a Health Risk?

SESSION 8: INDIVIDUALIZED EDUCATIONAL AND
COUNSELLING STRATEGIES FOR VARIOUS
ETHNIC POPULATIONS

| | ADA • 8A Does Counselling Really Improve Compliance?

|"""1 ADA - 8B Educating the Low Literacy Client

| | ADA - 8C Cultural and Ethnic Issues Impacting Health

[~~| ADA - 8D Barriers to Effective Nutrition Education: Clinical and
Community Approaches

SESSION 9: THE EFFECTS OF STANDARDS OF PRACTICE ON
THE DIABETES HEALTH CARE

[~~| ADA - 9A Standards for Medical Care

[~n ADA • 9B Guidelines for Foot Care

f**~| ADA - 9C Guidelines for the Care of the Pregnant Diabetic Woman

| | ADA • 9D Standards for Patient Education .

SPECIALS
BUY ANY COMPLETE SESSION, RECEIVE

CASSETTE BINDER AT HALF PRICE
TRACK I

SESSION 1 = $32.50 SAVE $6.00
SESSION 2 = $32.50 SAVE $6.00
SESSION 3 = $32.50 SAVE $6.00
SESSION 4 = $18.50 SAVE $4.50
SESSION 5 = $42.50 SAVE $7.50

FULL SET TRACK 1 =$146.00 SAVE $39.00
(INCLUDES 2 FREE-12 PACK CASSETTE BINDERS)

TRACK II
SESSION 6 = $42.50 SAVE $6.00
SESSION 7 = $26.50 SAVE $5.50
SESSION 8 = $32.50 SAVE $6.00
SESSION 9 = $32.50 SAVE $6.00

FULL SET TRACK 2 = $124.00 SAVE $32.00
(INCLUDES 1 -12 PACK BINDER & 1 - 6 PACK BINDER)

FULL SET = TRACK I & TRACK II
$270.00

(INCLUDES ALL BINDERS FREE!)
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CASSETTES MAY BE PURCHASED BY MAIL ORDER
Prices are based , per tape, on a schedule received from Association.If sessions exceed the
time alloted, prices are subject to change. Tapes are guaranteed against defects, not content.

SHIPPING AND HANDLING CHARGES
Please include $1.00 for each cassette (minimum $2.00) $10.00 maximum. Include $6.00
shipping and handling on ALL INTERNATIONAL MAIL ORDERS up to 10 cassettes.
Thereafter add $1.00 per cassette up to $90.00 maximum. Federal Express, Airborne, and UPS
charges will be charged to credit cards only. Orders without shipping and handling charges
included will be returned. PLEASE ALLOW 3 TO 4 WEEKS FOR DELIVERY.

6 and 12 Pack Cassette Binders are also available at the prices listed below.

ORDERING AND PAYMENT METHOD

TOTAL FOR TAPES ORDERED
TOTAL FOR BINDERS ORDERED

6 PK. @ $5.00 (US)
12 PK. @ $7.00 (US)

SHIPPING & HANDLING

SALES TAX (MAIL ORDERS) 8.25% *
* APPLIES TO TEXAS RESIDENTS ONLY

GRAND TOTAL

MAIL ORDER
COMP.

$

ALL
ORDERS

MUST
BE

PREPAID

Orders received
without payment
will be returned

MAIL ORDERS TO:
AVW AUDIO VISUAL, INC.
ATTN: TAPING SERVICES
2233 IRVING BLVD
DALLAS, TEXAS 75207
PHONE (214) 638 - 0024
FAX (214) 631 - 5238

COMPANY

ADDRESS

CITY

STATE/COUNTRY/ZIP

PHONE
PLEASE ALLOW 3 - 4 WEEKS

FOR DELIVERY

ADVANCE PAYMENT IS REQUIRED FOR ALL ORDERS
CIRCLE ONE: FOR OFFICE USE ONLY

PUAMEX VISA MC DINERS CLUB CARTE BLANCHE
DISCOVER CHECK TRAVELERS CHECK

SIGNATURE



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 nicotinicacid).

LOPID is indicated as adjunctive therapy to diet for
reducing the risk of developing coronary heart disease
only in type lib 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.

baseline LDL >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 ol Warner-Lambert Company, Morris Plains, New Jersey 07950

PD-56-JA-8322-A1(122)
310011

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



IPPID
(gemfibrozH) 38SF 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 clofibrate, thejdverse 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 clofibrata There was no difference in

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
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 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 (09%) 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 fatal and non-fatal myocardial infarctions and sudden cardiac deaths). The hazard ratio (Lopid:p!acebo) for cardiac
events was 1.47 (95% confidence limits 088-2.48, p=O14). 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 054-5.05, p=Q06). 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 showed 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 cholecvstectomy observed in
the WHO study in the group treated with clofibrate Both clofibrate and gemfibrozil may increase cholesterol excretion into the
bile leading to cholelithiasis If cholelithiasis is suspected, gallbladder studies are indicated. Lopid therapy should be

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 Mevacor® (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 LIPID RESPONSE TO EITHER DRUG ALONE, ANY POTENTIAL LIPID
BENEFIT OF C0MBINE0 THERAPY WITH LOVASTATIN AND GEMFIBROZIL DOES NOT OUTWEIGH THE RISKS OF SEVERE
MY0PATHY, RHABDOMYOLYSIS, AND ACUTE RENAL FAILURE (see Drug Interactions). The use of fibrates alone, including
Lopid, may occasionally be associated with myositis Patients receiving Lopid and complaining of muscle pain, tenderness,
or weakness should have prompt medical evaluation for myositis, including serum creatine kinase level determination. If
myositis is suspected or diagnosed, Lopid therapy should be withdrawn.
6. Cataracts - Subcapsular bilateral cataracts occurred in 10%, and unilateral in 63% of male rats treated with gemfibrozil at
10 times the human dosa
PRECAUTIONS
1. Initial Therapy- Laboratory studies should be done to ascertain that 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 ol Fert i l i ty- Long-term studies have been conducted in rats at 02
and 2 times the human dose (based on surface area, mg/meter2). Based on two-week toxicokinetic studies, exposure (AUC)
of the dose groups was estimated to be 02 and 13 times the human exposure. 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 = 01). Male rats 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). Based on
two-week toxicokinetic studies exposure (AUC) of the two dose groups was estimated to be 01 and 07 times the human
exposure. 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 were compared before and after treatment in the same individual.

Administration of approximately 06 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 0.5 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 06 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 stillborns 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 drup is excreted in human milk. Because many drugs are excreted in
human milk and because of the potential for 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 - Mild hemoglobin, hematocrit and white blood cell decreases have been observed in
occasional patients following initiation of Lopid therapy. However, these levels stabilize during long-term administration. Rarely,
severe anemia, leukopenia, thrombocytopenia, and bone marrow hypoplasia have been reported. Therefore, periodic blood
counts are recommended during the first 12 months of Lopid administration.
a Liver Function -Abnormal liver function tests have been observed occasionally during Lopid administration, including
elevations of AST (SGOT), ALT (SGFT), 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 mg/dL. 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
group:

Gastrointestinal reactions
Dyspepsia
Abdominal pain
Acute appendicitis

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

Adverse events reported by more than 1% of subjects but without a significant difference between groups;
Diarrhea
Fatigue
Nausea/Vomiting
Eczema
Rash
Vertigo
Constipation
Headache
Gallbladder surgery was performed in 09% 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 (1.9% 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 hemorrhage

From other studies it seems probable that Lopid is causally related to the occurrence of MUSCULOSKELETAL SYMPTOMS
(see WARNINGS), and to ABNORMAL LIVER FUNCTION TESTS and HEMATOLOGIC CHANGES (see PRECAUTIONS.

Reports of viral and bacterial infections (common cold, cough, urinary tract infections) were more common in gemfibrozil
treated patients in other controlled clinical trials of 805 patients Additional adverse reactions that have been reported for
gemfibrozil are listed below by system. These are categorized according to whether a causal relationship to 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 [SGFT]), 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: Genera/: 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;
Immunologt 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
There have been reported cases of overdosage with LOPID In one case a 7 year old child recovered after ingesting up to
9 grams of LOPID Symptomatic supportive measures should be taken should an overdose 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)
Parcode®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
dyslipidemia. NEnglJMed 1987:317:1237-1245.
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.
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Caution - Federal law prohibits dispensing without prescription.
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GLUCOMETER ELITE

No buttons...
With the new GLUCOMETER ELITE Diabetes
Care System, there are no buttons to push, no
test strips to wipe or blot. Your patients just
insert the GLUCOMETER ELITE Test Strip to
activate the meter, touch blood to the tip of the
strip, and read the results in 60 seconds. It's
the first system for diabetes self-care that's
more than technique-independent. It's virtually
technique-free.
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bother!
There's no cleaning, no messy test pads to cover.
Even the right amount of blood is determined
automatically. The sample is applied with a touch
to the tip of the strip. Unique test strip design
draws in just the right amount, uses less blood
than any other blood glucose meter, and senses
when to start the test. There's less chance of con-
tamination or operator error. And more reason
to expect consistent and accurate results.



GLUCOMETER ELITE
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The unique testing technology of the GLUCOMETER
ELITE Diabetes Care System provides excellent
correlation with laboratory methods, while
its exceptional ease of use helps make frequent
testing more acceptable to patients than ever. In
fact, three out of four patients in a recent survey
gave the GLUCOMETER ELITE System an overall
rating of "excellent" or "very good."* Recommend
the meter with the features your patients will
appreciate, and make better diabetes care easier
to achieve.

The GLUCOMETER ELITE System comes with
everything your patients need to start blood
glucose testing. For more information, contact
your Miles Inc., Diagnostics Division represen-
tative, or call toll-free 1-800-445-5901.

new

©1993 Miles Inc.

GLUCOMETER ELITE
Diabetes Care System
The meter designed with your patients in mind.

MILES
Diagnostics Division
Miles Inc.
Tanytown, NY 10591 *Data on file, Miles Inc.
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Be sure to watch
THI JOURNAL Of ClINICAl AND RlSIAtCH AND IDUCATION

Diabetes

For ongoing news of the
DCCT and its implications for

diabetes treatment
The results of the Diabetes Control and Complications
Trial (DCCT) may be released soon. This trial should

provide a definitive answer to the question of whether
tight control of blood glucose levels can prevent or

delay the onset of diabetes complications. It may have
important treatment implications for physicians and

other health professionals who treat people with
diabetes. Watch upcoming issues of Diabetes Care for

more information and analysis of the trial results.



From the Next Generation ofrDNA Technology

NOVOLIN 70/30

Combining Control and Confidence

When it comes to glycemic CONTROL,

the ideal insulin response is a natural

one. NOVOLIN® 70/30 has been

i_ Novolin
formulated to provide rapid onset with ^ B f 70130

sustained duration for a more natural

insulin profile than NPH alone.

When it comes to CONFIDENCE, you

look for safety, accuracy, and convenience.

NOVOLIN® 70/30 eliminates measur-

1*0% NPH, Human
8 Insulin Isophane
§«««Suspension and
13Mb Regular, Human
J Insulin Injection
8 (recombinant DNA

origin)

10 ml 100 units/ml

i n 8 a n " m i x ing errors and may

improve patient adherence through

a simple B.I.D. dosing regimen.

NOVOLIN 70/30
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
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