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When diet alone fails in NIDDM*—
Effective 24-hour glucose control

with once-daily dosing at all doses

Non-insulin-dependent diabetes mellitus.

t Gastrointestinal therapeutic system.



Significant decrease in glycosylated
hemoglobin (HbAic) vs placebo1

Significantly lower fasting plasma glucose (FPG)
levels and equivalent HbAic concentrations
compared with immediate-release glipizide1

immediate-release glipizide
5 me (n-44)

A pooled analysis of two16-week, multicenter, randomized, double-blind,
placebo-controlled, fixed-dose studies. After a 1-week washout from current
sulfonylurea therapy, or diet failures, patients received 3 weeks of placebo.
Following a 4-week titration period in a fixed, double-blind regimen, patients
were treated with the assigned dose for 8 weeks.1

Glucotrol XL is well tolerated1

Glucotrol XL™ (glipizide) extended release tablets and immediate-release
glipizide were compared in a 16-week, multicenter, open-label, crossover
study. The data represent the final FPG levels after 8 weeks of each
treatment.1

Glucotrol XL maintains consistent drug levels
throughout the day and night1

Adverse
experiences
reported with
an incidence
of 3% or
more1

Only diarrhea
was statistically
significant vs
placebo.

Asthenia

Headache

Dizziness

Diarrhea

Nervousness

Tremor

Flatulence

placebo (%)
(n=69)

13.0

8.7

5.8

0.0

2.9

0.0

1.4

Glucotrol XL (%)
(n=278)

10,1

8.6

6.8

5.4*

3.6

3.6

3.2

Incidence of hypoglycemia in 580 patients, who received Glucotrol XL in
doses ranging from 5 mg to 60 mg, was 3.4%; only 2.6% of patients
discontinued due to hypoglycemia. None of the patients required
hospitalization. In the controversial UGDP study, there have been reports of
increased cardiovascular risk associated with hypoglycemic therapy.1

Glucotrol XL 20 mg qd or immediate-release glipizide 10 mg bid were
studied in a 5-day, open, randomized, multiple-dose, two-way, crossover
study of 20 male patients with NIDDM. Mean glipizide concentration-time
profiles on day 5 are shown.1

When diet alone fails in NIDDM.

J^m mONCE DAILYm m m^yCtucotroiJCL
(glipizide) extended release

Tablets 5mg and 10 mg GITS!

As with all sulfonylureas, hypoglycemia may occur.
Please see brief summary of prescribing information on last page.



When diet alone fails in NIDDM...
ONCE DAILY

(glipizide) extended release
Tablets 5 mg and 10 mg GITS

• No need to dose 30 minutes before a meal

• Optimal patient care requires careful titration to
the lowest effective dose when using all oral
sulfonylureas

• Continued monitoring of HbAlc or FPG levels is
recommended throughout therapy

Flexible dosing schedule
Recommended
starting dose

5 mg/day given with
breakfast

• " %

j "i/ibP
/) '/•• i ^^

Maintenance

Most patients will
T J | be controlled with

# ^ 5 m g o r 1 0 m g
taken once daily

Some patients may require up
to the maximum
recommended ., ^
daily dose ot ^

20 mg ' Jj
once daily

Reference: 1 . Data on file.

Brief Summary of Prescribing Information

IND|CATIONS AND USAGE: GLUCOTROL XL is indicated as an adjunct to diet for the control of hyperglycemia
and its associated symptomatology in patients with non-insulin-dependent diabetes mellitus (NIDDM; type II),
formerly known as maturity-onset diabetes, after an adequate trial of dietary therapy has proved unsatisfactory.
CONTRAINDICATIONS: Glipizide is contraindicated in patients with: 1. Known hypersensitivity to the drug and
2. Diabetic ketoacidosis, with or without coma. This condition should be treated with insulin.
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration of
oral hypoglycemic drugs has been reported to be associated with increased cardiovascular mortality
as compared to treatment with diet alone or diet plus insulin.

As with any other non-deformable material, caution should be used when administering
GLUCOTROL XL Extended Release Tablets in patients with preexisting severe gastrointestinal narrowing
(pathologic or iatrogenic). There have been rare reports of obstructive symptoms in patients with
known strictures in association with the ingestion of another drug in this non-deformable sustained
release formulation.
PRECAUTIONS: Renal and Hepatic Disease: The pharmacokinetics and/or pharmacodynamics of glipizide may
be affected in patients with impaired renal or hepatic function. If hypoglycemia should occur in such patients, it may
be prolonged and appropriate management should be instituted.
Gl Disease: Markedly reduced Gl retention times of the GLUCOTROL XL Extended Release Tablets may influence
the pharmacokinetic profile and hence the clinical efficacy of the drug.
Hypoglycemia: All sulfonylurea drugs are capable of producing severe hypoglycemia. Renal or hepatic insufficiency
may affect the disposition of glipizide and the latter may also diminish gluconeogenic capacity, both of which increase
the risk of serious hypoglycemic reactions. Elderly, debilitated or malnourished patients, and those with adrenal or
pituitary insufficiency are particularly susceptible to the hypoglycemic action of glucose-lowering drugs.
Hypoglycemia 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: When a patient stabilized on any diabetic regimen is exposed to stress such as
fever, trauma, infection, or surgery, a loss of control may occur. At such times, it may be necessary to discontinue
glipizide and administer insulin. Adequate adjustment of dose and adherence to diet should be assessed before
classifying a patient as a secondary failure.
Laboratory Tests: Blood and urine glucose should be monitored periodically. Measurement of hemoglobin A,c may
be useful.
Information for Patients: Patients should be informed that GLUCOTROL XL Extended Release Tablets should be
swallowed whole. Patients should not chew, divide or crush tablets. Patients should not be concerned if they
occasionally notice in their stool something that looks like a tablet. In the GLUCOTROL XL Extended Release Tablet,
the medication is contained within a nonabsorbable shell that has been specially designed to slowly release the drug
so the body can absorb it. When this process is completed, the empty tablet is eliminated from the body.

Patients should be informed of the potential risks and advantages of GLUCOTROL XL and of alternative modes of
therapy. They should also be informed about 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 also should 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,
chlqramphenicol, probenecid, coumarins, monoamine oxidase inhibitors, and beta-adrenergic blocking agents.
In vitro binding studies with human serum proteins indicate that glipizide binds differently than tolbutamide and
does not interact with salicylate or dicumarol. However, caution must be exercised in extrapolating these findings to
the clinical situation and in the use of glipizide with these drugs.

Certain drugs tend to produce hyperglycemia and may lead to loss of control. These drugs include the thiazides
and other diuretics, corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives, phenytoin,
nicotinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid.

A potential interaction between oral miconazole and oral hypoglycemic agents leading to severe hypoglycemia has
been reported. Whether this interaction also occurs with the intravenous, topical, or vaginal preparations of
miconazole is not known. The effect of concomitant administration of Diflucanw (fluconazole) and Glucotrol® has
been demonstrated in a placebo-controlled crossover study in normal volunteers. All subjects received Glucotrol
alone and following treatment with 100 mg of Diflucan^ as a single daily oral dose for 7 days. The mean percentage
increase in the Glucotrol AUC after fluconazole administration was 56.9% (range: 35 to 81%).
Carcinogenesis, Mutagenesis, Impairment of Fertility: A twenty month study in rats and an eighteen month
study in mice at doses up to 75 times the maximum human dose revealed no evidence of drug-related carcinogenicity.
Bacterial and in vivo mutagenicity tests were uniformly negative. Studies in rats of both sexes at doses up to 75 times
the human dose showed no effects on fertility.
Pregnancy: Pregnancy Category C: Glipizide was found to be mildly fetotoxic in rat reproductive studies at all dose
levels (5-50 mg/kg). This fetotoxicity has been similarly noted with other sulfonylureas, such as tolbutamide and
tojazamide. The effect is perinatal and believed to be directly related to the pharmacologic (hypoglycemic) action of
glipizide. In studies in rats and rabbits no teratogenic effects were found. There are no adequate and well controlled
studies in pregnant women. Glipizide should be used during pregnancy only if the potential benefit justifies the
potential risk to the fetus. 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 (4 to 10 days) 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. If glipizide is used during pregnancy, it should be discontinued at least
one month before the expected delivery date.

Nursing Mothers: Although it is not known whether glipizide is excreted in human milk, some sulfonylurea drugs
are known to be excreted in human milk. A decision should be made whether to discontinue nursing or to discontinue
the drug. If the drug is discontinued and if diet alone is inadequate for controlling blood glucose, insulin therapy
should be considered.
Pediatric Use: Safety and effectiveness in children have not been established.
Geriatric Use: Of the total number of patients in clinical studies of GLUCOTROL XL, 33 percent were 65 and over.
No overall differences in effectiveness or safety were observed between these patients and younger patients, but
greater sensitivity of some individuals cannot be ruled out. Approximately 1-2 days longer were required to reach
steady state in the elderly. (See CLINICAL PHARMACOLOGY and DOSAGE AND ADMINISTRATION).
ADVERSE REACTIONS: In U.S. controlled studies the frequency of serious adverse experiences reported was very
low and causal relationship has not been established. The 580 patients from 31 to 87 years of age who received
GLUCOTROL XL Extended Release Tablets in doses from 5 mg to 60 mg in both controlled and open trials were
included in the evaluation of adverse experiences. All adverse experiences reported were tabulated independently of
their possible causal relation to medication.
Hypoglycemia: See PRECAUTIONS and OVERDOSAGE sections.

In double-blind, placebo-controlled studies the adverse experiences reported with an incidence of 3% or more in
GLUCOTROL XL-treated patients (N=278) and placebo-treated patients (N=69), respectively, include:
Asthenia - 1 0 . 1 % and 13.0%; Headache - 8.6% and 8.7%; Dizziness - 6.8% and 5.8%; Nervousness - 3.6% and
2.9%; Tremor - 3.6% and 0.0%; Diarrhea - 5.4% and 0.0%; Flatulence - 3.2% and 1.4%.

The following adverse experiences occurred with an incidence of less than 3% in GLUCOTROL XL-treated patients:
Body as a whole - pain; Nervous system - insomnia, paresthesia, anxiety, depression and hypesthesia;
Gastrointestinal - nausea, dyspepsia, constipation and vomiting; Metabolic - hypoglycemia; Musculoskeletal -
arthalgia, leg cramps and myalgia; Cardiovascular - syncope; Skin - sweating and pruritus; Respiratory - rhinitis;
Special senses - blurred vision; Urogenital - polyuria.

Other adverse experiences occurred with an incidence of less than 1 % in GLUCOTROL XL-treated patients:
Body as a whole - chills; Nervous system - hypertonia, confusion, vertigo, somnolence, gait abnormality and
decreased libido; Gastrointestinal - anorexia and trace blood in stool; Metabolic - thirst and edema; Cardiovascular -
arrhythmia, migraine, flushing and hypertension; Skin - rash and urticaria; Respiratory - pharyngitis and dyspnea;
Special senses - pain in the eye, conjunctivitis and retinal hemorrhage; Urogenital - dysuria.

There have been rare reports of gastrointestinal irritation and gastrointestinal bleeding with use of another drug in
this non-deformable sustained release formulation, although causal relationship to the drug is uncertain.

The following are adverse experiences reported with immediate release glipizide and other sulfonylureas, but have
not been observed with GLUCOTROL XL:
Hematologic: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia, and
pancytopenia have been reported with sulfonylureas.
Metabolic: Hepatic porpfiyria and disulfiram-like reactions have been reported with sulfonylureas. In the mouse,
glipizide pretreatment did not cause an accumulation of acelaldehyde after ethanol administration. Clinical experience
to date has shown that glipizide has an extremely low incidence of disulfiram-like alcohol reactions.
Endocrine Reactions: Cases of hyponatremia and the syndrome of inappropriate antidiuretic hormone (SIADH)
secretion have been reported with glipizide and other sulfonylureas.
OVERDOSAGE: Overdosage can produce hypoglycemia. Mild hypoglycemic symptoms without loss of
consciousness or neurologic findings should be treated aggressively with oral glucose and adjustments in drug
dosage and/or meal patterns. Close monitoring should continue until the physician is assured that the patient is out of
danger. Severe hypoglycemic reactions with coma, seizure, or other neurological impairment occur infrequently, but
constitute medical emergencies requiring immediate hospitalization. If hypoglycemic coma is diagnosed or
suspected, the patient should be given rapid intravenous injection of concentrated (50%) glucose solution. This
should be followed by a continuous infusion of a more dilute (10%) glucose solution at a rate that will maintain the
blood glucose at a level above 100 mg/dL Patients should be closely monitored for a minimum of 24 to 48 hours
since hypoglycemia may recur after apparent clinical recovery. Clearance of glipizide from plasma may be prolonged
in persons with liver disease. Because of the extensive protein binding of glipizide, dialysis is unlikely to be of benefit.
DOSAGE AND ADMINISTRATION: There is no fixed dosage regimen for the management of diabetes mellitus with
GLUCOTROL XL Extended Release Tablet or any other hypoglycemic agent. In general, GLUCOTROL XL should be
given with breakfast.
Recommended Dosing: The recommended starting dose of GLUCOTROL XL is 5 mg per day, given with breakfast.
The recommended dose for geriatric patients is also 5 mg per day.

Dosage adjustment should be based on laboratory measures of glycemic control. While fasting blood glucose
levels generally reach steady state following initiation or change in GLUCOTROL XL dosage, a single fasting glucose
determination may not accurately reflect the response to therapy. In most cases, hemoglobin AiC level measured at
three month intervals is the preferred means of monitoring response to therapy.

Hemoglobin A1C should be measured as GLUCOTROL XL therapy is initiated at the 5 mg dose and repeated
approximately three months later. If the result of this test suggests that glycemic control over the preceding three
months was inadequate, the GLUCOTROL XL dose may be increased to 10 mg. Subsequent dosage adjustments
should be made on the basis of hemoglobin A,c levels measured at three month intervals. If no improvement is seen
after three months of therapy with a higher dose, the previous dose should be resumed. Decisions which utilize
fasting blood glucose to adjust GLUCOTROL XL therapy should be based on at least two or more similar, consecutive
values obtained seven days or more after the previous dose adjustment.

Most patients will be controlled with 5 mg or 10 mg taken once daily. However, some patients may require up to
the maximum recommended daily dose of 20 mg. While the glycemic control of selected patients may improve with
doses which exceed 10 mg, clinical studies conducted to date have not demonstrated an additional group average
reduction of hemoglobin A,c beyond what was achieved with the 10 mg dose.
More detailed information available on request.

LC293A94 ©1994, Pfizer Inc U.S. Pharmaceuticals Group
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Recommend the test
strip that's already

been
tested.

^ Before your patients

.4? test, we do. Every lot

of LifeScan's Genuine

^ A* J$ ONE TOUCH® Test

*O .x Strips undergoes a

rigorous quality control process.

If this seems a bit on the cautious side,

we think it should be. After all, there's too

much riding on testing accuracy to take any

chances. That's why, as manufacturer of the

complete system of meters and strips, we

believe in the highest quality standards.

Apparently many people agree. Health-

care professionals have recommended

ONE TOUCH® Brand Systems more than any

Illlllll

other, and patients

have put Genuine

ONE TOUCH Test Strips

to the test more than

two billion times.

And LifeScan's care continues, 24 hours

a day, with toll-free phone support for both

you and your patients. So when you're recom-

mending monitoring, be sure to recommend

the test strips that are

already tested -

the ones that say

IifeScan on the
For diabetes and life.

box - Genuine
ONE TOUCH Test Strips.
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The ADA Clinical Education Series on CD-ROM
>, \ h e world's most comprehensive diabetes treatment information can be at your fingertips in seconds with

CD-ROM technology! Presenting the first all-in-one database of diabetes treatment information. Includes:

Medical Management of Type I Diabetes; Medical Management of Type II Diabetes; Therapy for Diabetes Mellitus

and Related Disorders, 2nd Ed.; Medical Management of Pregnancy Complicated by Diabetes, 2nd Ed.; plus

AD As Clinical Practice Recommendations 1995.

All of these titles are on one compact disc, allowing for quick searches of key terms and phrases

across all titles in the database. It also features a "hypertext link" giving you instantaneous browsing

between text, references, and illustrations. Best of all, it's easy to install and use. You need no previ-

ous familiarity with CD-ROM technology. If you do have questions or need assistance, there's a toll-

free line to technical experts who will be happy to help. Works in Windows or Macintosh environment.

System requirements: Macintosh - 68020 or greater processor, System 7.0 or greater, 2MB RAM (4MB recommended);

Windows - 386 or 486 processor (486 recommended), Windows 3.1 or greater, 4MB RAM. 1995.

#PCDROM1 • Nonmember: $225.00; Member: $179.50

Intensive Diabetes Management
A n all-inclusive "how to" manual

//Cv\on implementing tight diabetes

control in your practice. Written by a

team of experts with first-hand DCCT

experience, this valuable

guide provides you with the

practical information needed

to implement intensive management. Softcover; approximately

112 pages.

Contents: The Team Approach to Intensive Management •

Education • Rationale for Intensification • Multiple-Component

Insulin Regimens • Monitoring • Nutrition • Psychological

Support and Behavioral Issues • Follow-Up and Preventive

Care Guidelines • Alternative Insulin Delivery Systems •

Complications and Adverse Effects • Resources

UPMIDM • Nonmember: $37.50; Member: $29.95

Handbook of Diabetes and Exercise
Coming this Summer. Advanced orders accepted.

y, x h e first comprehensive guide to prescribing exercise as a therapy in man-

' J aging diabetes. Endorsed by the American College of Sports Medicine, this

valuable book examines the physiological effects of exercise and its metabolic

benefits for patients with diabetes. And it covers dietary management and

insulin adjustment, as well as behavioral and compliance

issues as they relate to the exercise prescription.

The Handbook also delves into special situations such as

prescribing exercise for patients with complications, preg-

; nant patients, and older adults. An invaluable resource for

[ anyone treating patients with diabetes! Softcover; approxi-

. mately 350 pages.

Contents: Basic Considerations • The Treatment Plan •

Exercise in Patients with Diabetic Complications • Special

Patient Groups • Different Sports: Practical Advice and

Experience

#PMHDE • Nonmember: $49.95; Member: $39.95

• YES! Please send me the books I've listed, and include a free catalog.
• NO. I'm not ordering right now, but please send me a free catalog.

Item # Item Name Qty Unit Price Total

Shipping & Handling

up to $30.00 add $3.00
$30.01-$50.00 add $4.00
over $50.00 add 8%

Publications Subtotal $_

^Residents add 4.5% tax $_

Shipping & Handling (see chart) $_

Total Due $_

Allow 2-3 weeks for shipment. Add $3 to shipping & handling for each extra shipping address.
Add $15 for each overseas address. Prices subject to change without notice.

Ship To

First Name Middle Initial Last Name

Address

City/State/Zip P23C65

• Payment enclosed (check or money order)
Charge my: • VISA • MC • AMEX
Account Number:
Signature: Exp. Date: /
Mail to: American Diabetes Association

1970 Chain Bridge Road
McLean, VA 22109-0592

American
Diabetes
Association.



Treat your patients.

The next time you see your diabetic, diet-restricted patients, give them a treat. Tell them
sweet, fruity, delicious, naturally fat-free Sugar Free Jell-O® Gelatin •
is a free exchange, so they can have it whenever they want. While
you're at it, treat your patients to a free Sugar Free Jell-O® Gelatin

recipe brochure. To order yours, just call us at 1 800 SAY-JELL-O.

Dessert is Back!
10 calories per 1/2 cup serving. Exchange: Free Food Exchange. Calculations based on Exchange Lists for Meal Planning.

<D 1989 American Diabetes Association, Inc. and the American Dietetic Association.
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Keep current with these new editions:

eatures the most up-to-date advice on how
."" to assess, plan, and evaluate patient educa-

tion and counseling programs, including the
newly revised content areas recommended by
the National Diabetes Advisory Board. Divided
into sections on IDDM, NIDDM, and gestational
diabetes, the book highlights both short-term
and continuing goals. It also features sections
devoted to age-sensitive considerations and
approaches for educating patients with special
challenges to learning. Much more than a series
of checklists, this valuable guide focuses on the
education process and emphasizes assessing the
unique needs of each patient. A vital addition to
your library! 1995. Softcover; 64 pages. #PEDEG

Nonmember: $21.95; Member: $17.50

ust updated with the new ADA Nutrition
:"jRecommendations! A must-read for anyone
involved in treating women with type 1, type II,
or gestational diabetes. This concise, yet compre-
hensive guide takes you through every aspect of
pregnancy and diabetes, from prepregnancy
counseling to postpartum follow-up and every-
thing in between. Provides precise protocols for
treatment of both pre-existing and gestational
diabetes. Tabbed and well indexed for easy
access to important information. 1995.
Softcover; 136 pages. #PMMPCD2

Nonmember: $37.50; Member: $29.95

Save 10% When You Buy Patient Materials Too!
These valuable books will give your patients the
information they need about managing diabetes
during pregnaney. Covers topics sueh as nutrition,

Gestational Diabetes: What to Expect exercise, insulin therapy, self-monitoring and much
more! Softcover; 70 pages each.

Diabetes and Pregnancy: What to Expect
XCPREDP • Nimmcmba: $9.95 Member: $7.95

nCPRECD • Nonmember: $9.95 Member: $7.95

Coming in June. Advance Orders Accepted.
/ ^ ^ u r ever-popular book of diabetes facts and
V^̂ y figures has been revised to include the most
up-to-date information available. You'll find new
and expanded information on prevalence and
incidence by age and race, diabetes risk factors,
diabetes in minorities, complications, mortality,
use of health care, costs, treatment, and more.
And throughout the book, you'll find extensive
charts and graphs to highlight and clarify impor-
tant information. Perfect for researchers, diabetes
educators, or anyone interested in the latest data
on diabetes and its complications. 1995.
Softcover; 72 pages. #PMDVS95

Nonmember: $18.50; Member: $14.75

Order them with Medical Management of
Pregnancy Complicated by Diabetes, 2nd Ed. and
SAVE 10%. Pregnancy Set of Three #BDPGDPCD
Nonmember: $51.65 Member: $41.25

• YES! Please send me the books I've listed, and include a free catalog.
• NO. I'm not ordering right now, but please send me a free catalog.

Item# Item Name Qty Unit Price Total

Shipping & Handling
up to $30.00 add $3.00
$30.01~$50.00 add $4.00
over $50.00 add 8%

Publications Subtotal $_
^Residents add 4.5% tax $_
Shipping & Handling (see chart) $_
Total Due $_

Allow 2-3 weeks for shipment. Add $3 to shipping & handling for each extra shipping address.
Add $15 for each overseas address. Prices subject to change without notice.

Ship To

First Name Middle Initial Last Name

Address

City/State/Zip P25C65

• Payment enclosed (check or money order)
Charge my: • VISA • MC • AMEX
Account Number:
Signature: Exp. Date: /

Mail to: American Diabetes Association A American
1970 Chain Bridge Road M\ Diabetes
McLean, VA 22109-0592 MH Association,,



GLUCOP
(METFORMIN HYDROCHLORIDE TABLETS)soo mg

THE NEW APPROACH TO NIDDM
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-dependent diabetes mellitus (type II).

Please see brief summary of prescribing
information, including the boxed
WARNING regarding Lactic Acidosis,
on the last page of this advertisement.

8$stoI-Myers Squibb Company



THE NEW NON-SULFONTLUREA APPROACH TO NIDDM

BYPASSES THE PANCREAS WITH

GLUCOPHAGE
lowers blood glucose

stimulating insulin

No effect on pancreatic beta cells
or insulin secretion.1

Does not produce hypoglycemia.1

GLUCOPHAGE is
highly effective first-
line drug therapy."
Significantly decreases fasting
plasma glucose (FPG) when used
as an adjunct to diet.2

Mean difference in FPG compared
to placebo

GLUCOPHAGE
vs placebo

P=0.001

Study I : Results of a double-blind, placebo-controlled,
multicenter trial over 29 weeks. 286 randomized
NIDDM patients: GLUCOPHAGE, n = 141; placebo,
n = 145. Average dosage of GLUCOPHAGE was
1,980 mg/day.2



>, \ ( ''

DIRECT ANTIHYPERGLYCEMIC ACTION.

GLUCOPHAGE
is synergistic in
combination,2

Combining GLUCOPHAGE
and a sulfonylurea with diet
lowers FPG significantly more
than monotherapy.2

Mean difference in FPG compared
to monotherapy

GLUCOPHAGE
plus glyburide
vs glyburide alone

P=0.001

Study 2: Results of a double-blind, placebo-con-
trolled, parallel-group, multicenter trial comparing
GLUCOPHAGE (n=210), glyburide (n=209),and the
combination (n=213) over 29 weeks. 632 randomized
NIDDM patients in whom glyburide monotherapy
(20 mg/day) had failed to provide adequate control.
Average dosage of GLUCOPHAGE was 2,050 mg/day as
monotherapy and 1,894 mg/day in combination.2

GLUCOPHAGE
produces modest
improvements in
key lipids,
Significantly reduces total cholesterol,
LDL cholesterol, and triglycerides
(P<0.05), and has a neutral effect on
HDL cholesterol.12

Improvement noted particularly when
baseline lipid levels were elevated.1

GLUCOPHAGE can
help NIDDM patients
keep their weight under
control while lowering
blood glucose.1

In contrast to sulfonylureas,
body weight of individuals on
GLUCOPHAGE tends to remain
stable or decrease.1

NEW
L Q M ft W ! T H A § U L Y 3, U K £• £\

(METFORMIN HYDROCHLORIDE TABLETS)soo mg

THE NEW APPROACH TO NIDDM

Wease see brief summary of prescribing information, including the
boxed WARNING regarding Lactic Acidosis, on the last page
of this advertisement.



AND OFFERS 111
Safety established in over
.1 million patient-years of

Mild and transient Gl side effects are most
common.1

Diarrhea, nausea, vomiting, bloating, or flatu-
lence may occur, especially during initiation
of GLUCOPHAGE
• approximately 30% more frequent than with

placebo1

• approximately 4% of patients discontinue therapy
due to Gl reactions.1

R a n o c c u r r e n c e r}f U\f-^c

ac idos i s , a M ' n n u - r f ^ n : a ^ o r r

Approximately 0.03 cases per 1,000 patient-
years reported worldwide1

• if cases occur, up to half may be fatal
• seen primarily in patients with renal

insufficiency
• Patient Package Insert lists symptoms to be

discussed with patients.

The UGDP study suggested increased cardiovas-
cular risk with oral antidiabetics.

Appropriate patient selection
is key.1

Contraindicated in patients with renal dis-
ease or renal dysfunction and in patients
with metabolic acidosis.

Temporarily withhold in patients receiving
iodinated contrast materials for radiologic
studies.

Avoid in patients with impaired hepatic
function or excessive alcohol intake (acute
or chronic).

Not recommended for children or preg-
nant women.

R p r o m m e n d e d s t a r t i n g dosage:

•iP3 ng t:.-id w i t h

Increase dosage by one 500 mg tablet each
week.

Minimize Gl reactions by slow titration and
administration with food
• occasionally, temporary dose reduction may be

useful.

Individualize dosage based on effectiveness
and tolerance, up to a maximum of 2500 mg
administered on a tid schedule.

NEW-
w : r s\. 3) [ ;• r --' A ?.. © :x; v, ©A W : r K & § ;; L :.t; © M Y ", t;

(METFORMIN HYDROCHLORIDE TABLETS)™mg

References: I . GLUCOPHAGE Package Insert. 2. Data on file, Bristol-Myers Squibb Company. 3. Sirtori CR, Pasik C: Re-evaluation of a biguanide,
metformin: mechanism of action and tolerability. Pharmacol Res 30(3): 187-228,1994.

Please see brief summary of prescribing information, including the
boxed WARNING regarding Lactic Acidosis, on the last page
of this advertisement. : - ' " * > ; . <

~ - - O Printed on recyclable paper



GLUCOPHAGE3 (METFORMIN HYDROCHLORIDE TABLETS) 500 mg
CONTRAINDICATIONS: GLUCOPHAGE is contraindicated in patients with: 1. Renal disease or renal dysfunction
(e.g., as suggested by serum creatinine levels £1.5 mg/dL [males], >1.4 mg/dL [females] or abnormal creatinine
clearance) which may also result from conditions such as cardiovascular collapse (shock), acute myocardial
infarction, and septicemia (see WARNINGS and PRECAUTIONS). 2. GLUCOPHAGE should be temporarily withheld
in patients undergoing radiologic studies involving parenteral administration of iodinated contrast materials,
because use of such products may result in acute alteration of renal function. (See also PRECAUTIONS). 3. Known
hypersensitivity to metformin hydrochloride. 4. Acute or chronic metabolic acidosis, including diabetic ketoacido-
sis, with or without coma. Diabetic ketoacidosis should be treated with insulin.

WARNINGS: Lactic Acidosis: Lactic acidosis is a rare, but serious, metabolic complication that can occur due to
metlormin accumulation during treatment with GLUCOPHAGE; when it occurs, it is fatal in approximately 50% of
cases. Lactic acidosis may also occur in association with a numberof pathophysiologic conditions, Including dia-
betes mellitus, and whenever there is significant tissue hypoperfusion and hypoxemia. Lactic acidosis is charac-
terized by elevated blood lactate levels (>5 mmol/L), decreased blood pH, electrolyte disturbances with an
increased anion gap, and an increased lactate/pyruvate ratio. When metformin is implicated as the cause of lac-
tic acidosis, metformin plasma levels >5 ug/mL are generally found. The reported incidence of lactic acidosis in
patients receiving metformin hydrochloride is very low (approximately 0.03 cases/1,000 patient-years, with
approximately 0.015 fatal cases/1,000 patient-years). Reported cases have occurred primarily in diabetic
patients with significant renal insufficiency, including both intrinsic renal disease and renal hypoperfusion, often
In the setting of multiple concomitant medical/surgical problems and multiple concomitant medications. The risk
of lactic acidosis increases with the degree of renal dysfunction and the patient's age. The risk of lactic acidosis
may, therefore, be significantly decreased by regular monitoring of renal function in patients taking
GLUCOPHAGE and by use of the minimum effective dose of GLUCOPHAGE. In addition, GLUCOPHAGE should be
promptly withheld In the presence of any condition associated with hypoxemia or dehydration. Because impaired
hepatic function may significantly limit the ability to clear lactate, GLUCOPHAGE should generally be avoided in
patients with clinical or laboratory evidence of hepatic disease. Patients should be cautioned against excessive
alcohol Intake, either acute or chronic, when taking GLUCOPHAGE, since alcohol potentiates the effects of met-
formin hydrochloride on lactate metabolism. In addition, GLUCOPHAGEshould be temporarily discontinued prior
to any intravascular radiocontrast study and for any surgical procedure (see also PRECAUTIONS). The onset of
lactic acidosis often Is subtle, and accompanied only by nonspecific symptoms such as malaise, myalgias, res-
piratory distress, increasing somnolence and nonspecific abdominal distress. There may be associated
hypothermia, hypotension and resistant bradyarrhythmias with more marked acidosis. The patient and the
patient's physician must be aware of the possible importance of such symptoms and the patient should be
Instructed to notify the physician immediately if they occur (see also PRECAUTIONS). GLUCOPHAGE should be
withdrawn until the situation is clarified. Serum electrolytes, ketones, blood glucose and, if indicated, blood pH,
lactate levels and even blood metformin levels may be useful. Once a patient is stabilized on any dose level of
GLUCOPHAGE, gastrointestinal symptoms, which are common during initiation of therapy, are unlikely to be drug
related. Later occurrence of gastrointestinal symptoms could be due to lactic acidosis or other serious disease.
Levels of fasting venous plasma lactate above the upper limit of normal but less than 5 mmol/L in patients taking
GLUCOPHAGE do not necessarily indicate impending lactic acidosis and may be explainable by other mecha-
nisms, such as poorly controlled diabetes or obesity, vigorous physical activity or technical problems in sample
handling. (See also PRECAUTIONS.) Lactic acidosis should be suspected in any diabetic patient with metabolic
acidosis lacking evidence ol ketoacidosis (ketonuria and ketonemia). Lactic acidosis is a medical emergency
that must be treated in a hospital setting. In a patient with lactic acidosis who is taking GLUCOPHAGE, the drug
should bo discontinued immediately and general supportive measures promptly instituted. Because metformin
hydrochloride is dlalyzable (with a clearance of up to 170 mL/min under good hemodynamic conditions), prompt
hemodialysis is recommended to correct the acidosis and remove the accumulated metformin. Such
manat
PRECAUTIONS).

SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration of oral antidlabetic
drugs has been reported to be associated with increased cardiovascular mortality as compared to treatment with
diet alone or diet plus insulin.
PRECAUTIONS: General: Monitoring ol renal function—GLUCOPHAGE is known to be substantially excreted by the
kidney, and the risk of metformin accumulation and lactic acidosis increases with the degree of impairment of renal
function. Thus, patients with serum creatinine levels above the upper limit of normal for their age should not receive
GLUCOPHAGE. In patients with advanced age, GLUCOPHAGE should be carefully titrated to establish the minimum
dose for adequate glycemic effect, because aging is associated with reduced renal function. In elderly patients, renal
function should be monitored regularly and, generally, GLUCOPHAGE should not be titrated to the maximum dose (see
DOSAGE AND ADMINISTRATION). Before initiation of GLUCOPHAGE therapy and at least annually thereafter, renal
function should be assessed and verified as normal. In patients in whom development of renal dysfunction is
anticipated, renal function should be assessed more frequently and GLUCOPHAGE discontinued if evidence of renal
impairment is present. —Msec/concomitant medications that may affect renal function or metlormin disposition
—Concomitant medicationls) that may affect renal function or result in significant hemodynamic change or may inter-
fere with the disposition of GLUCOPHAGE, such as cationic drugs that are eliminated by renal tubular secretion (See
Drug Interactions), should be used with caution.—Radiologic studies involving the use of iodinated contrast mate-
rials (for example, Intravenous urogram, Intravenous cholangiography, angiography, and scans with contrast
materials)—Parenteral contrast studies with iodinated materials can lead to acute renal failure and have been asso-
ciated with lactic acidosis in patients receiving GLUCOPHAGE (see CONTRAINDICATIONS). Therefore, in patients in
whom any such study is planned, GLUCOPHAGE should be withheld for at least 48 hours prior to, and 48 hours
subsequent to, the procedure and reinstituted only after renal function has been re-evaluated and found to be normal.
— Hypoxlc states — Cardiovascular collapse (shock) from whatever cause, acute congestive heart failure, acute
myocardial infarction and other conditions characterized by hypoxemia have been associated with lactic acidosis and
may also cause prerenal azotemia. When such events occur in patients on GLUCOPHAGE therapy, the drug should be
promptly discontinued. — Surgical procedures—GLUCOPHAGE therapy should be temporarily suspended for any
surgical procedure (except minor procedures not associated with restricted intake of food and fluids) and should not
be restarted until the patient's oral intake has resumed and renal function has been evaluated as normal. — Alcohol
intake — Ajcohol is known to potentiate the effect of metformin on lactate metabolism. Patients, therefore, should be
warned against excessive alcohol intake, acute or chronic, while receiving GLUCOPHAGE.—Impaired hepatic func-
tion—Since impaired hepatic function has been associated with some cases of lactic acidosis, GLUCOPHAGE should
generally be avoided in patients with clinical or laboratory evidence of hepatic disease. — Vitamin Bn levels—A
decrease to subnormal levels of previously normal serum vitamin B,2 levels, without clinical manifestations, is
observed in approximately 7% of patients receiving GLUCOPHAGE in controlled clinical trials of 29 weeks duration.
Such decrease, possibly due to interference with B,? absorption from the B,2-intrinsic factor complex, is, however, very
rarely associated with anemia and appears to be rapidly reversible with discontinuation of GLUCOPHAGE or vitamin B,,
supplementation. Measurement of hematologic parameters on an annual basis is advised in patients on GLUCOPHAGE
and any apparent abnormalities should be appropriately investigated and managed (see Laboratory Tests). Certain
individuals (those with inadequate vitamin B,2 or calcium intake or absorption) appear to be predisposed to developing
subnormal vitamin B12 levels. In these patients, routine serum vitamin Bt2 measurements at two- to three-year inter-
vals may be useful.—Change in clinical status of previously controlled diabetic—A diabetic patient previously well
controlled on GLUCOPHAGE who develops laboratory abnormalities or clinical illness (especially vague and poorly
defined illness) should be evaluated promptly for evidence of ketoacidosis or lactic acidosis. Evaluation should include
serum electrolytes and ketones, blood glucose and, if indicated, blood pH, lactate, pyruvate and metformin levels. If
acidosis of either form occurs, GLUCOPHAGE must be stopped immediately and other appropriate corrective
measures initiated (see also WARNINGS). — Hypoglycemia—Hypoglycemia does not occur in patients receiving
GLUCOPHAGE alone under usual circumstances of use, but could occur when caloric intake is deficient, when strenu-
ous exercise is not compensated by caloric supplementation, or during concomitant use with other glucose-lowering
agents (such as sulfonylureas) or ethanol. Elderly, debilitated or malnourished patients, and those with adrenal or
pituitary insufficiency or alcohol intoxication are particularly susceptible to hypoglycemic effects. Hypoglycemia may
be difficult to recognize in the elderly, and in people who are taking beta-adrenergic blocking drugs.—Lossol control
of blood glucose —When a patient stabilized on any diabetic regimen is exposed to stress such as fever, trauma, infec-
tion, or surgery, a temporary loss of glycemic control may occur. At such times, it may be necessary to withhold
GLUCOPHAGE and temporarily administer insulin. GLUCOPHAGE may be reinstituted after the acute episode is
resolved. The effectiveness of oral antidiabetic drugs in lowering blood glucose to a targeted level decreases in many
patients over a period of time. This phenomenon, which may be due to progression of the underlying disease or to
diminished responsiveness to the drug, is known as secondary failure, to distinguish it from primary failure in which
the drug is ineffective during initial therapy. Should secondary failure occur with GLUCOPHAGE or sulfonylurea
monotherapy, combined therapy with GLUCOPHAGE and sulfonylurea may result in a response. Should secondary
failure occur with combined GLUCOPHAGE/sulfonylurea therapy, it may be necessary to initiate insulin therapy.
—Information for Patients: Patients should be informed of the potential risks and advantages of GLUCOPHAGE and
of alternative modes of therapy. They should also be informed about the importance of adherence to dietary instruc-
tions, of a regular exercise program, and of regular testing of blood glucose, glycosylated hemoglobin, renal function
and hematologic parameters. The risks of lactic acidosis, its symptoms, and conditions that predispose to its develop-

ment, as noted in the WARNINGS and PRECAUTIONS sections should be explained to patients. Patients should be
advised to discontinue GLUCOPHAGE (metformin hydrochloride tablets) immediately and to promptly notify their health
practitioner if unexplained hyperventilation, myalgia, malaise, unusual somnolence or other nonspecific symptoms occur.
Once a patient is stabilized on any dose level of GLUCOPHAGE, gastrointestinal symptoms, which are common
during initiation of therapy, are unlikely to be drug related. Later occurrence of gastrointestinal symptoms could be
due to lactic acidosis or other serious disease. Patients should be counselled against excessive alcohol intake, either
acute or chronic, while receiving GLUCOPHAGE. GLUCOPHAGE alone does not usually cause hypoglycemia, although
it may occurwhen GLUCOPHAGE is used in conjunction with oral sulfonylureas. When initiating combination therapy,
the risks of hypoglycemia, its symptoms and treatment, and conditions that predispose to its development should be
explained to patients. (See Patient Package Insert.)—Laboratory Tests: Response to all diabetic therapies should be
monitored by periodic measurements of fasting blood glucose and glycosylated hemoglobin levels, with a goal of
decreasing these levels toward the normal range. During initial dose titration, fasting glucose can be used to determine
the therapeutic response. Thereafter, both glucose and glycosylated hemoglobin should be monitored. Measurements
of glycosylated hemoglobin may be especially useful for evaluating long-term control (see also DOSAGE AND ADMIN-
ISTRATION). Initial and periodic monitoring of hematologic parameters (e.g., hemoglobin/hematocrit and red blood cell
indices) and renal function (serum creatinine) should be performed, at least on an annual basis. While megaloblastic
anemia has rarely been seen with GLUCOPHAGE therapy, if this is suspected, vitamin B12 deficiency should be excluded.

— Drug Interactions: Glyburide— In a single-dose interaction study in NIDDM subjects, co-administration of
metformin and glyburide did not result in any changes in either metformin pharmacokinetics or pharmacodynamics.
Decreases in glyburide AUC and Cm^were observed, but were highly variable. The single-dose nature of this study and
the lack of correlation between glyburide blood levels and pharmacodynamic effects, makes the clinical significance of
this interaction uncertain (see DOSAGE AND ADMINISTRATION, Concomitant Glucophage and Oral Sulfonylurea
Therapy).—Furosemide—A single-dose, metformin-f urosemide drug interaction study in healthy subjects demon-
strated that pharmacokinetic parameters of both compounds were affected by co-administration. Furosemide
increased the metformin plasma and blood C,™ by 22% and blood AUC by 15%, without any significant change in
metformin renal clearance. When administered with metformin, the Cw3v and AUC of furosemide were 31% and 12%
smaller, respectively, than when administered alone, and the terminalihalf-life was decreased by 32%, without any
significant change in furosemide renal clearance. No information is available about the interaction of metformin and
furosemide when co-administered chronically.—Nifedipine—A single-dose, metformin-nifedipine drug interaction
study in normal healthy volunteers demonstrated that co-administration of nifedipine increased plasma metformin
Cmax and AUC by 20% and 9%, respectively, and increased the amount excreted in the urine. Tm i < and half-life were
unaffected. Nifedipine appears to enhance the absorption of metformin. Metformin had minimal effects on nifedipine.

— Cationic drugs—Cationic drugs (e.g., amiloride, digoxin, morphine, procainamide, quinidine, quinine, ranitidine,
triamterene, trimethoprim, and vancomycin) that are eliminated by renal tubular secretion theoretically have the poten-
tial for interaction with metformin by competing for common renal tubular transport systems. Such interaction
between metformin and oral cimetidine has been observed in normal healthy volunteers in both single- and multiple-
dose, metformin-cimetidine drug interaction studies, with a 60% increase in peak metformin plasma and whole blood
concentrations and a 40% increase in plasma and whole blood metformin AUC. There was no change in elimination
half-life in the single-dose study. Metformin had no effect on cimetidine pharmacokinetics. Although such interactions
remain theoretical (except for cimetidine), careful patient monitoring andIdose adjustment of GLUCOPHAGE and/or the
interfering drug is recommended in patients who are taking cationic medications that are excreted via the proximal renal
tubular secretory system. — Other—Certain drugs tend to produce hyperglycemia and may lead to loss of giycemic
control. These drugs include thiazide and other diuretics, corticosteroids, phenothiazines, thyroid products, estrogens,
oral contraceptives, phenytoin, nicotinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid. When
such drugs are administered to a patient receiving GLUCOPHAGE, the patient should be closely observed to maintain
adequate glycemic control. In healthy volunteers, the pharmacokinetics of metformin and propranolol and metformin
and ibuprofen were not affected when co-administered in single-dose interaction studies. Metformin is negligibly bound
to plasma proteins and is, therefore, less likely to interact with highly protein-bound drugs such as salicylates, sulfon-
amides, chloramphenicol, and probenecid, as compared to the sulfonylureas, which are extensively bound to serum
proteins. — Carcinogenesis, Mutagenesls, Impairment of Fertility: Long-term carcinogenicity studies have been
performed in rats (dosing duration of 104 weeks) and mice (dosing duration of 91 weeks) at doses up to and including
900 mg/kg/day and 1500 mg/kg/day, respectively. These doses are both approximately three times the maximum rec-
ommended human daily dose on a body surface area basis. No evidence of carcinogenicity with metformin was found in
either male or female mice. Similarly, there was no tumorigenic potential observed with metformin in male rats. However,
an increased incidence of benign stromal uterine polyps was seen in female rats treated with 900 mg/kg/day. No evidence
of a mutagenic potential of metformin was found in the Ames test (S. typhimurium), gene mutation test (mouse lymphoma
cells), chromosomal aberrations test (human lymphocytes), or in-vivo micronuclei formation test (mouse bone
marrow). Fertility of male or female rats was unaffected by metformin administration at doses as high as 600 mg/kg/day,
or approximately two times the maximum recommended human daily dose on a body surface area basis. — Pregnancy:
Teratogenlc effects—Pregnancy Category B. Safety in pregnant women has not been established. Metformin was
not teratogenic in rats and rabbits at doses up to 600 mg/kg/day, or about two times the maximum recommended
human daily dose on a body surface area basis. Determination of fetal concentrations demonstrated a partial placental
barrier to metformin. Because animal reproduction studies are not always predictive of human response, any decision
to use this drug should be balanced against the benefits and risks. Because recent information suggests that abnormal
blood glucose levels during pregnancy are associated with a higher incidence of congenital abnormalities, there is a
consensus among experts that insulin be used during pregnancy to maintain blood glucose levels as close to normal
as possible. — Nursing Mothers: Studies in lactating rats show that metformin is excreted into milk and reaches levels
comparable to those in plasma. Similar studies have not been conducted in nursing mothers, but caution should be
exercised in such patients, and 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.—Pediatric Use: Safety and effectiveness in children have
not been established. Studies in maturity-onset diabetes of the young (MODY) have not been conducted. - • Geriatric Use:
Controlled clinical studies of GLUCOPHAGE did not include sufficient numbers of elderly patients to determine whether
they respond differently from younger patients, although other reported clinical experience has not identified differences
in responses between the elderly and younger patients. GLUCOPHAGE is known to be substantially excreted by the kidney
and because the risk of serious adverse reactions to the drug is greater in patients with impaired renal function, itshould only
be used in patients with normal renal function (see CONTRAINDICATIONS, CLINICAL PHARMACOLOGY, Pharmacoki-
netics). Because aging is associated with reduced renal function, GLUCOPHAGE should be used with caution as age
increases. Care should be taken in dose selection and should be based on careful and regular monitoring of renal
function. Generally, elderly patients should not be titrated to the maximum dose of GLUCOPHAGE (see also DOSAGE
AND ADMINISTRATION).

ADVERSE REACTIONS: Lactic Acidosis: See WARNINGS, PRECAUTIONS and OVERDOSAGE Sections. — Gastroin-
testinal Reactions: Gastrointestinal symptoms (diarrhea, nausea, vomiting, abdominal bloating, flatulence, and
anorexia) are the most common reactions to GLUCOPHAGE and are approximately 30% more frequent in patients on
GLUCOPHAGE monotherapy than in placebo-treated patients, particularly during initiation of GLUCOPHAGE therapy.
These symptoms are generally transient and resolve spontaneously during continued treatment. Occasionally, tempo-
rary dose reduction may be useful. In controlled trials, GLUCOPHAGE was discontinued due to gastrointestinal reac-
tions in approximately 4% of patients. Because gastrointestinal symptoms during therapy initiation appear to be
dose-related, they may be decreased by gradual dose escalation and by having patients take GLUCOPHAGE with meals
(see DOSAGE AND ADMINISTRATION). Because significant diarrhea and/or vomiting may cause dehydration and pre-
renal azotemia, under such circumstances, GLUCOPHAGE should be temporarily discontinued. For patients who have
been stabilized on GLUCOPHAGE, nonspecific gastrointestinal symptoms should not be attributed to therapy unless
intercurrent illness or lactic acidosis have been excluded. — Special Senses: During initiation of GLUCOPHAGE ther-
apy, approximately 3% of patients may complain of an unpleasant or metallic taste, which usually resolves sponta-
neously. — Dermatologic Reactions: The incidence of rash/dermatitis in controlled clinical trials was comparable to
placebo forGLUCOPHAGEmonotherapyand to sulfonylurea forGLUCOPHAGE/sulfonylurea therapy.—Hematologic:
(See also PRECAUTIONS). During controlled clinical trials of 29 weeks duration, approximately 9% of patients on
GLUCOPHAGE monotherapy and 6% of patients on GLUCOPHAGE/sulfonylurea therapy developed asymptomatic
subnormal serum vitamin B,2 levels; serum folic acid levels did not decrease significantly. However, only five cases of
megaloblastic anemia have been reported with metformin administration (none during U.S. clinical studies) and no
increased incidence of neuropathy has been observed. Therefore, serum B,2 levels should be appropriately monitored
or periodic parenteral B12 supplementation considered.

OVERDOSAGE: Hypoglycemia has not been seen even with ingestion of up to 85 grams of GLUCOPHAGE, although
lactic acidosis has occurred in such circumstances (see WARNINGS). Metformin is dialyzable with a clearance of
up to 170 mL/min under good hemodynamic conditions. Therefore, hemodialysis may be useful for removal of
accumulated drug from patients in whom metformin overdosage is suspected.
Consult package insert before prescribing GLUCOPHAGE (metformin hydrochloride tablets). F5-B001A 1/95
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POSITION ADVERTISEMENT
Endocrinologist/Diabetologist wanted — To
develop and manage diabetes care, general
endocrinology, and education efforts of an
academic division of endocrinology and me-
tabolism. Assistant/Associate Professor
level. Candidate must be board certified in
internal medicine and endocrinology. Out-
standing ancillary service support. Salary/
benefits based on qualifications. Submit ap-
plications letter, CV, goals, and three
references to: Hunter Heath III, M.D., Chief,
Division of Endocrinology, Metabolism and
Diabetes, University of Utah Health Sci-
ences Center, 50 North Medical Drive, Salt
Lake City, UT 84132. An Equal Opportunity
Affirmative Action Employer. We encour-
age women and minorities to apply. Position
will be open until suitable candidate is
identified.

Notice to Readers
The Clinical Practice Recommendations 1995 (Janu-
ary supplement to Diabetes Care) inadvertently omitted
three articles that should be considered part of the
American Diabetes Association recommendations to
health care practitioners. They are:

Position Statement

Implications of the Diabetes Control and Complications
Trial

Diabetes Care, vol. 16, pages 1517-1520, November 1993

Consensus Statements

Treatment of Hypertension in Diabetes
Diabetes Care, vol. 16, pages 1394-1401, October 1993

Diagnosis and Management of Nephropathy in Patients
with Diabetes Mellitus

Diabetes Care, vol. 17, pages 1357-1361, November 1994

These articles will be included in the Clinical Practice
Recommendations 1996

CALL FOR EDITORS
DIABETES AND DIABETES CARE

The American Diabetes Association is seeking letters of interest in the editorship of the journals Diabetes and Diabetes Care.

The appointment is for three years, with a possible two-year extension. Editorship requires the availability of at least two Associate
Editors located in the same city, preferably the same institution. The new editors of both journals will begin their tenure in January
1997, following a transition period (wherein all new submissions to the journal will be directed to the new editorial team for review)
beginning in the Summer of 1996.

Diabetes Care is a journal for the health care practitioner that is intended to increase knowledge, stimulate research, and promote
better management of people with diabetes mellitus. To achieve these goals, the journal publishes original articles on human studies
in the areas of epidemiology, clinical trials, behavioral medicine, nutrition, education, health care delivery, medical economics, and
clinical care. The journal also publishes clinically relevant review articles, clinical observations, letters to the editor, and public
health/medical news or points of view. Topics covered are of interest to clinically oriented physicians, researchers, epidemiologists,
psychologists, diabetes educators, and other professionals.

Diabetes publishes original research about the physiology and pathophysiology of diabetes mellitus. Submitted manuscripts can
report any aspect of laboratory, animal, or human research. Emphasis is on investigative reports focusing on areas such as the
pathogenesis of diabetes and its complications, normal and pathological pancreatic islet function and intermediary metabolism,
pharmacological mechanisms, of drug and hormone action, and biochemical and molecular aspects of normal and abnormal
biological processes. Studies in the areas of diabetes education or the application of accepted therapeutic and diagnostic approaches
to patients with diabetes mellitus are not published.

Interested parties must submit a letter of interest by July 1,1995. Curriculum vitae of the applicants for Editor and Associate Editors
should be included. Please address correspondence to:

Susan H. Lau
Publisher
American Diabetes Association
1660 Duke Street
Alexandria, Virginia 22314



How LIKELY ARE YOUR PATENTS
To BE MAGNESIUM DEFICIENT?

CHF patients Diabetics Hypertensives

E'S THE LONG AND THE SHORT C
Mg deficiency may be the most underappreciated
and underdiagnosed electrolyte irregularity in
medical practice today.1 An American Diabetes
Association (ADA) consensus report found
Mg levels reduced in disease states such as
hypertension, diabetes, cardiac arrhythmias
and congestive heart failure (CHF).2

2 5 % OF DIABETICS AND MANY
C H F AND HYPERTENSION SUFFERERS

ARE AT RISK OF M G DEFICIENCY.3

Clinical studies have shown one out of four
people with diabetes have a magnesium
deficiency and they've revealed that low levels
of Mg are associated with insulin resistance.4"5

Also, Mg deficiency was found in 19% of
CHF patients in an epidemiological study.
Mg-deficient patients had a significantly higher
frequency of ventricular tachycardia (VT) and

significantly worse prognoses than CHF
patients with normal serum Mg levels.6 And
substantial experimental evidence has been
reported in The American Journal Of
Cardiology and elsewhere showing that dietary
Mg deficiency increases arterial contractility,
while elevating Mg decreases blood pressure.7"11

MG-DEFICIENT CHF PATIENTS HAD
4 TIMES AS MANY ARRHYTHMIAS.6

Patients treated with loop or thiazide
diuretics should be routinely screened for
hypomagnesemia because of the possibility
of arrhythmias and ECG abnormalities.1

SPECIFY THE ONLY SUPPLEMENT THAT IS
MAGNESKJM CHLORIDE.

The ADA consensus report recommends that
diabetic patients with documented

hypomagnesemia receive an oral magnesium
chloride supplement of dependable
bioavailability and potency.2 Other Mg
supplements are relatively insoluble and may
provide substantially less free Mg for
absorption.12 SLOW-MAG® is the only
patented Mg chloride
dietary supplement
and is enteric
coated to
reduce the
frequency of
GI side effects SLOW-MAG

CALL 1-800-MAG-1455 FOR SAMPLES
AND MORE INFORMATION.

1. Whan" R. Magnesium deficiency: pathogenesis, prevalence, and clinical implications. Am I Med. 1987;82 (suppl 3A):24-29. 2. American Diabetes Association. Magnesium supplementation in the treatment of diabetes. Diabetes Care. 1992;15:1065-1067. 3. Mather
HM, NisbetJA, Burton GH, et al. Hypomagnesaemia in diabetes. Clinica Chimica Ada. 19/9;95:235-242. 4. Yajnik CS, Smith RF, Hockaday TOR, et al. Fasting plasma magnesium concentrations and glucose disposal in diabetes. BM]. 1984;288:1032-1034.
5. Rcnick LM, Gupta RK, Gruenspan H, et al. Hypertension and peripheral insulin resistance: possible mediating role of intracellular free magnesium. Am ] Hypertens. 1990;3:373-379. 6. Gottlieb SS, Baruch L, Kukin ML, ct al. Prognostic importance of the scrum
magnesium concentration in patients with congestive heart failure.) Am Coll Cardiol. 1990;16:827-831. 7. Seehg MS. Magnesium Deficiency in the Pathogenesis of Disease: Early Roots of Cardim-asatlar, Skeletal, and Renal Abnormalities. Nevv York, NY: Plenum Pub
Corp. 1980. 8. Altura BM, Altura BT. New perspectives on the role of magnesium in the pathophysiology of the cardiovascular system: I. Clinical aspects. Magnesium. 1985;4:226-244. 9. Haddy FJ, Seelig MS. Magnesium and the arteries: II. Physiologic effects of
electrolyte abnormalities on arterial resistance. In: Cantin M, Seelig MS, eds. Magnesium in Health and Disease. New York, NY: SP Med & Sci Books. 1980:639-657. 10. Altura BM, Altura BT. Interactions of Mg and K on blood vessels -aspects in view of hypertension:
review of present status and new findings. Magnesium. 1984:3;175-194. 11. Alrura BM, Altura BT. Role of magnesium ions in contractility of blood vessels and skeletal muscles. Magnesium Bull. 1981;la:102-l 14. 12. Classen HG, Marquardt P, Snath M, et al.
Improvement by chlorine of the intestinal absorption of inorganic and organic Mg compounds and of their protective effect against adrenergic cardiopathy. In: Fleckenstein A, Rona G, eds. Recent Advances m Studies on Cardiac Structure and Metabolism. Vol. 6.
Baltimore, Md: University Park Press; 1975:111-119.
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Employers - $175
Whether you have a vacancy to fill or you just need
additional staff, the ADA Placement Service is the
perfect opportunity to recruit the highly qualified
professionals you need.

Job Candidates - $35 S T H ANNUAL MEETING
^SCIENTIFIC SESSIONS

Whether you want to change jobs or just see what
opportunities are available, the ADA Placement Service is
your single best source for locating the ideal professional
setting you want.

The American Diabetes Association 55th Annual Meeting and Scientific Sessions will take place June 10-13, 1995 in Atlanta,
Georgia. Each year this meeting brings together the world's top medical professionals in the field of diabetes. It provides the
perfect opportunity to match employers who are hiring with qualified candidates seeking new positions.

We Offer:

* Detailed resumes from a
national pool of candidates

* More than 4,000 professional
attendees to see your posted
position description

* Interviews with the
candidates of your choice

We Offer:

* Distribution of your resume
to every registered employer

* A comprehensive source of
detailed job listings including
employer contact information

* Interviews and the
opportunity to contact
employers of your choice

For more information, call or fax:

American Diabetes Association
Placement Service
1660 Duke Street

Alexandria, VA 22314
Tel (703) 5494500 ext. 330

FORGET THE WANT ADS
There's Diabetes Care Classified Advertising!

If you're looking for a new, quality employee, look no more. All you need is a classified ad in Diabetes
Care, the must-read journal for the clinically-oriented physicians, practitioners, dietitians, and
educators who keep up with the latest in diabetes care. If you want a top-notch employee, Diabetes
Care readers are the ones for you. And, you can reach the approximately 12,000 subscribers of
Diabetes Care for as little as 1 cent per thousand qualified prospects:

Diabetes Care Classified Advertising Rates
SIZE RATE

1/4 Page
1/8 Page

Non-Member
$540
$285

American Diabetes
Association Member

$395
$205

Don't waste your money advertising in serveral regional markets ~ hit the highest-quality audience in
every area throughout the country and overseas with one Diabetes Care classified ad!

Call Patti Thompson for more information at (800) 232-3472 x353 or (703) 549-1500, ext. 353, or
FAX to (703) 683-2890.
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ATo buttons...no bother!
With the GLUCOMETER ELITE" Diabetes Care System, there are no buttons to push,
and no need to wipe or blot test strips. 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. Even the right amount of blood is determined automatically.

No wonder three out of four people surveyed gave the GLUCOMETER ELITE System
an overall rating of "excellent" or "very good." It's the first system for diabetes care
that's more than technique-independent. It's virtually technique-free.

The GLUCOMETER ELITE System comes with everything your patients need to start
blood glucose testing. For more information, contact your Bayer Corporation
(formerly Miles Inc.), Diagnostics Division sales representative, or call toll-free
1-800-445-5901.

ADA Booth 921
*Consumer promotion uffaih e
February 1-IX'cvnibtT.Sl, 11WS.

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

Bayer
Diagnostics Division
Bayer Corporation
T.irrytown, NY 10591
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Cochrane Collaborative Review Group: Diabetes C M. Airey, D. R. R. Williams 375

ROSTRUM
The Genetic Contribution to Disease Pathogenesis in Childhood Diabetes is Greatest in the

Very Young/. P. H. Shield, B. }. K. Wadsworth, /. D. Baum 377

ORIGINAL ARTICLES
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Epidemiology of Diabetes Mellitus in the Elderly in Northern Greece: a Population Study
N. Papa/oglou, Ch. Manes, P. Chatzimitrofanous, f. Papadeli, K. Tzounas, G. Scaragas,
I. Kontogiannis, D. Alexiades 397

Energy Expenditure in Type 2 Diabetic Patients on Metformin and Sulphonylurea Therapy
P. K, K. Chong, R. L lung, M. /. Rennie, C. M. Scrimgeour. 401

The Comparison of Four Weight Reduction Strategies Aimed at Overweight Diabetic
Patients R, M. Manning, R. T.Jung, C. P. Lwse, R. W. Newton 409

CLINICAL PRACTICE
A Study of FSuoxetine in Obese Elderly Patients with Type 2 Diabetes V. M. Connolly,

A. Gallagher, C M. Kesson 416
A Report on the Use of Technician Ophthaimoscopy Combined with the Use of the Canon

Non-mydriatic Camera in Screening for Diabetic Retinopathy in the Community /. lacob.
I. Stead, I. Sykes, D. Taylor, J. £ Tooke 419

Use of Thrombolysis for Acute Myocardial Infarction in the Presence of Diabetic
Retinopathy in the UK, and Associated Ocular Haemorrhagic Complications f. R. Higgs,
V. I. Pariilt, B. A. Harney, M. Hartog 426

Abnormal Insulin Treatment Behaviour: a Major Cause of Ketoaddosis in the Young Adult
C /. Thompson, F. Cummings, f. Chalmers, R. W. Newton 429

CASE REPORT
Factitious Hypoglycaemia Documented by a Modified Assay for the Measurement of

Plasma Sulphonylurea A. Sener, C Gillet, /. Verhekt, K. DeBoeck, C Mahler, W. /. Malaisse . 433
INTERNATIONAL SCENE

Educating the Diabetes Care Professionals in Eastern Europe: a Bulgarian Experience
V. /, Christov, I. Nestorov, A. Dimitrov 436

Retinopathy in Maltese Type 2 Diabetic Patients A. G. Schranz, I. Zarabinska 441

TECHNICAL REPORT
A Reproducibility Study of Technetium-99m Macroaggregated Albumin Foot Perfusion

Imaging in Patients with Diabetes Mellitus N. D. C. Sturrock, A. C. Perkins, M. L Wastie,
K. R. Blatkhand, K. T. Moriarty 445

LETTERS
Are Islet Cell Antibodies of Prognostic Value in Obese Subjects with Late-onset Diabetes?

M. van Ypersele, /. Rahier, P. L Selvais, M. P. Hermans 449
Do Insulin-treated Diabetic Patients use an Injection-meaMnterval in Daily Life? L Heinemann.., 449
ExacTech Blood Glucose Meter S. Rao 450
Reply from E. S. Kilpatrick and A. G. Rumley 451
Postprandial Triglyceridaemia N. Katsilamhros 451
Reply from M. Stewart and M. F. Laker 452
Can the Use of Lists Improve the Proportion of Concerns Addressed in the Consultation? /. Benett.. 452

DM Diary, 370 • Forthcoming Papers, 371

WILEY



T H E R O L E
OF THE GI TRACT
I N N I D D M

Friday, June 9, 1995
Just prior to

The American Diabetes Association Annual Meeting

Atlanta Hilton cS Towers

MAKING DIABETES
MANAGEABLE

Chairman
LelbmiltZs, MIB

Professor of Medicine
Chief, Endocrinology and Metabolism/Diabetes

Director, Clinical Research Unit
SUNY HSC at Brooklyn &

Kings County Hospital
Brooklyn, New York

Preproglycagon:
The Incretin Hypothesis Revisited

ID) H fl 1) rf^>°°fl 177TW
ICotULF'Ikb&LF'd' hj@lk.gs, /ifJlJU

Professor of Molecular Endocrinology
Department of Internal Medicine
Philipps University of Marburg

Marburg, Germany

Dietary Management of NIDDM:
Current Concepts and Controversies

lK<S>h>grf(t J~@Mg,, MB
Professor of Medicine

Chief, Division of Endocrinology and Metabolism
St. Michael's Hospital
University of Toronto

Toronto, Canada

a- Glucosidase Inhibition:
A New Principle in Treatment

JElbetrisaa^ SUmuM? MIB? P&B
Professor of Medicine

III Med Abteilung
Krankenhaus Miinchen-Schwabing

Miinchen, Germany

J-or more Information,

J CALL: 7 VV7 U,

rAX:
Sponsored by an unrestricted educational grant from Bayer Corp., Pharmaceutical Division.



Get the Facts on Diabetes Breakthroughs
Subscribe to American Diabetes Association Journals ,
DIABETEJ
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. DIABETES brings you major
research studies by Roger Unger, Paul Lacy, Bernard Jeanrenaud,
George Eisenbarth and other authorities. (12 issues)

A

DIABETEJ
JPECTRUM
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 latest in diabetes research. (6 issues)

DIABETE/
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.
(12 issues)

DIABETE/
REVIEW/

DIABETES REVIEWS brings
you to the forefront of

diabetes research. DIABETES
REVIEWS offers in-depth

coverage on topics that clinicians
face most, including exercise

therapy, management of lipid
disorders, and much more. (4 issues)

Diabetes Rates: D US/Mexico:$135
ABA Member J to terD " $75

Diabetes Care Rates: D US/Mexico:$l 00
ADA Member ftms:U * $75

Diabetes Reviews... Rates: • US/Mexico: $85
ADA Member Rates:Q " $45

Diabetes Spectrum. Rates: Q US/Mexico: $30
ADA Member Rates:Q " $15

Q International $190 D Canada $144.45
• " $130 D " $80.25
Q International $155 D Canada $107.00
P " $130 D " $80.25
P International $105 QConada $90.95
P " $65 D " $48.15
Q International $45 Q Canada $32.10
D " $30 Q " $16.05

Method of Payment:
O Check/Money Order
• VISA
• Mastercard

Card #:

Exp. Date: ,

Signature:

Membership No
Fill out this form and return with payment to address below.
For Agency and Institution rates, please call 1-800-232-3472.

Name/Degree:

Address:

Total Enclosed: $.

State: Zip:

Country/Province: .

JAD995
All payments must accompany your order, paid in US funds on checks drawn on a US bank.
Credit orders accepted. Allow 6-8 wgeks for delivery.

Return This Form with Payment to:

American Diabetes Association
Professional Journal Subscriptions
P.O. Box 0028
Washington, DC 20073-0028

Please begin my subscription to the following journals:



"Having diabetes isn't easy,
but the B-D ULTRA-FINE Insulin Syringe Needle

helps make it a little more comfortable."
The ultra-comfortable B-D Insulin Syringe with

the ULTRA-FINE™ Needle gives your patients all the
quality, accuracy, ease and comfort you have
come to expect from B-D. Plus
the thinnest syringe needle ever.

The next generation of
injection comfort.

BO and ULTRA-FINE are trademarks of Becton Dickinson and Company UlAUtltSCAHt — ^ . ; , -



AT1AKTA1995
AMERICAN DIABETES ASSOCIATION

55TH ANNUAL MEETINC
AND SCI ENTI FIC SESSIONS

SATURDAY, JUNE 1O

Morning
Registration Open
Concurrent Symposia
(8:00 am-10:00 am)

• Fuel Flux in Exercise
• Type I Diabetes Prevention Trials
• Modulating Autoimmunity

Concurrent Symposia
(10:00 am-12:00 pm)

• Providing Care for Patients in a
Changing Health-Care
Environment

• Novel Pharmacological Therapies
and Prevention of NIDDM

• Molecular Basis of Obesity

Afternoon
General Poster Session
Exhibits Open
Concurrent Sessions

• Current Controversy
• Meet-the-Professor Session
• Oral Abstract Presentations
• Workshops (3)

- Intensive Insulin Therapy:
Initiation, Special Problems,
Pump

• Special Interest Groups

SUNDAY, JUNE 11

Morning
Registration Open
Exhibits Open
Concurrent Symposia

• Current Education Issues
• Diabetic Neuropathy and

the Foot
• Genetics of Diabetes

President's Address
Banting Lecture

Afternoon
General Poster Session
Exhibits Open
Concurrent Sessions

• Current Controversy
• Oral Abstract Presentations
• Workshops

- Foot Care
- American Diabetes
Association/American
Dietetic Association's
Five Nutrition Tools

• Special Interest Groups
• State-of-the-Art Lecture

Evening
President's Poster Session

NEW SESSIONS!

CURRENT CONTROVERSY and MEET-THE-PROFESSOR Sessions
New this year are two small group interactive learning sessions—
Current Controversy and Meet-the-Professor.

The Current Controversy sessions will focus on a presentation of two opposing
points of view on a controversial issue, followed by a moderated discussion. This
educational, interactive session will provide attendees with an opportunity to
reflect on the issues presented and to formulate an informed opinion. Meet-the-
Professor sessions provide an opportunity for attendees to meet with leading
experts in an informal setting to discuss selected topics.

SPECIAL INTEREST CROUPS
Join your colleagues for an informal networking opportunity to discuss a subject
or area of mutual interest during the Special Interest Group meetings scheduled
throughout the Scientific Sessions. These groups/subjects will include, among
others: Nurse Practitioners, Dietitians, DCCT Trial Coordinators, Young Investiga-
tors, Genetics of NIDDM. You do not need to register for these meetings.
A complete list will be available in the Advance Program.

MONDAY, JUNE 12

Morning
Registration Open
Exhibits Open
Concurrent Sessions

• Oral Abstract Presentations
• Workshops

- How to Design A Comprehen-
sive Diabetes Education
Program to Meet the Stan-
dards

- Treatment of Dyslipidemia
with Diabetes

• Meet-the-Professor Session
• Special Interest Groups
• State-of-the-Art Lecture

Scientific Achievement Awards
Presentation

Lilly Lecture

Afternoon
General Poster Session
Exhibit Hall Open
Concurrent Sessions

• Current Controversy
• Oral Abstract Presentations
• Workshops

-Hypoglycemia/Blood Glucose
Awareness Training

- Overcoming Behavioral
Barriers to Intensive Treat-
ment

• Special Interest Groups
• Poster Discussion Sessions
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JUNE 1O-13,1995

ATLANTA, GEORGIA

TUESDAY, JUNE 1*

Morning
Registration Open
Concurrent Symposia

• Behavioral Medicine Interven-
tions: Implementation and
Reimbursement

• Epidemiology and Prevention of
Diabetic Nephropathy

• Pathogenesis and Prevention of
Diabetic Embryopathy

• Islet Metabolism and Glucose
Desensitization

Concurrent Sessions
• Oral Abstract Presentations
• Workshops

-Nutrition Practice Guidelines
-Treatment of NIDDM: Poten-

tial New Pharmacologic
Therapies

• Special Interest Groups
• Kelly West Lecture
• State-of-the-Art Lecture

New Event
DIABETES EDUCATION
PROGRAM POSTERS

Join us for a new session
this year for health care
educators. A special poster
session will be presented
during the 1995 Scientific
Sessions focusing on the
presentation of information
on programs, tools, and
resources of successful,
innovative diabetes educa-
tion programs.

Take this opportunity to
share program ideas with
your colleagues. For more
information and a submis-
sion application contact:
American Diabetes Associa-
tion, Professional Education
Dept., 1660 Duke Street,
Alexandria, VA 22314,
phone: 703/549-1500,
ext. 212orext. 281.

oin us in Atlanta for the 55th Scientific
Sessions! Beginning on Saturday, June 10, and
ending by noon on Tuesday, June 13, each day is filled

with the latest information in diabetes research and clinical care
presented through concurrent symposia, poster presentations, and multiple
concurrent small group learning and exchange sessions. Call now for
registration information, and join your colleagues for this
outstanding educational opportunity.

MEETING THE NATIONAL
STANDARDS FOR DIABETES
SELF-MANAGEMENT
EDUCATION PROGRAMS AND
APPLYING FOR APA
RECOGNITION
CONFERENCE

A Recognition Conference will be
offered in conjunction with the
American Diabetes Association's
55th Annual Meeting and Scientific
Sessions. This one-day conference,
"Meeting the National Standards for
Diabetes Self-Management Educa-
tion Programs and Applying for
ADA Recognition" will be held
Friday, June 9, 1995, at the
Marriott Marquis Hotel preceding
the Scientific Sessions. This
intensive, practical program is
designed for individuals who are
interested in the process of com-
pleting an application for Recogni-
tion or are planning to submit an
application within the next twelve
months. CEU's will be awarded and
enrollment is limited.

The registration fee for the Recogni-
tion Conference is $125.00. Further
information about registration is
available only from the Recognition
Program at the American Diabetes
Association's National Center, at
800-232-3472, ext. 403 or 214.

Please note: The new revised
National Standards will be
addressed at this conference.

ATLANTA

FOR REGISTRATION
INFORMATION CONTACT:

A American
Diabetes
Association

Meeting Services Department
1660 Duke Street
Alexandria, VA 22314
Phone 703/549-1500, ext. 330 or 453
Fax 703/683-1351

ACT NOW!

This year's host city for the
55th Annual Meeting and Scientific Ses-

sions is diverse and cultural Atlanta,

Georgia. Filled with a wealth of histori-

cal, educational, and recreational activi-

ties, Atlanta provides visitors with a well-

rounded experience. Culture and history

buffs will want to explore the African-

American art display or the Atlanta His-

torical Society, both located downtown

in restored historic buildings. In addi-

tion, the Atlanta Cyclorama in Grant Park

offers a unique three-dimensional, sight-

and-sound experience of the 1864 Civil

War Battle of Atlanta.



American Diabetes Association

42nd Annual Advanced
Postgraduate Course
January 20-22,1995

42nd ANNUAL
ADVANCED
POSTGRADUATE
COURSE.

AUDIO TAPE ORDER FORM
ON SITE MEETING SPECIAL

Discount on Orders Placed On or Before Sunday, January 22, 1995
Individual Cassette $10.00 • 12 Cassette Storage Album $6.00

D Any 12 tapes in 1 FREE storage album - $110.00 (save $16.00)
• Any 24 tapes in 2 FREE storage albums - $220.00 (save $32.00)

• Full Set of 26 tapes in 3 FREE storage albums - $240.00 (save $38.00)

The following sessions are being recorded and audio tapes will be available for pick-up shortly after the completion of the
session at the AVW/Sound Images Distribution Center. Tapes ordered after 3 p.m. will be available the following day by 10
a.m. (Last day orders may have to be shipped - tapes will be delivered on site while supplies last.) If you order tapes by mail,
please allow about 21 days for delivery. Quantity discounts apply only to orders placed at meeting.

Tapes ordered by mail after meeting are $11.00 each.

FRIDAY - January 20.1995
GENERAL SESSION - PATHOGENESIS

D APC95-1 Pathogenesis of Immune Destruction of the
Pancreatic B-cell: Do We Know How This
Happens?, Alex Rabinovitch, MD

D APC95-2 What Causes NIDDM: Defects in Insulin Secretion,
Insulin Action, or Both?,
Simeon Taylor, MD, PhD

• APC95-3 Diabetic Neuropathy: Is It A Metabolic or A
Vascular Disease?, Phillip A. Low, MD

D APC95-4 Atherosclerotic Vascular Disease: Does the
Pathogenesis Differ in IDDM and NIDDM?,
Christopher J. Fielding, PhD

D APC95-5 What Causes Hypoglycemic Unawareness?,
Harry Shamoon, MD

GENERAL SESSION - TOPICS IN ENDOCRINOLOGY

D APC95-6 Endocrine Hypertension Diagnosis and Treatment,
James ft Sowers, MD

D APC95-7 Hypoglycemic Disorders, F. John Service, MD, PhD

D APC95-8 Evaluation of Pituitary Tumors, Charles Abboud, MD

D APC95-9 Growth Hormone Deficiency in Children and
Adolescents: Challenges in Diagnosis and
Treatment, Alan D. Rogol, MD, PhD

SPECIAL PRESENTATION

D APC95-10 Revised Standards for Diabetes Patient Education
Programs, Linda Haas, PhD, RN, CDE

SATURDAY - January 21.1995

GENERAL SESSION - TREATMENT

D APC95-11 Can Complications in NIDDM be Prevented?
If So, How?, SaulM. Genuth, MD

D APC95-12 Neuropathy: How Effective is the Treatment of
Neuropathic Pain?, John Griffin, MD

D APC95-13 Nephropathy: Proven vs. Promising Therapies:
Which is Which?, Michael W. Steffes, MD, PhD

D APC95-14 Atherosclerotic Vascular Disease: Does Treatment
of Diabetic Dyslipidemia Differ Between IDDM and
NIDDM?, M. James Howard, MD

D APC95-15 Obesity: Can It Be Treated Effectively? What Is the
Definition of Effective?, Marion Franz, MS, RD, CDE

CONCURRENT WORKSHOPS

Q APC95-16 Management of Intensive Insulin Therapy in the
Private Practice Setting, Daniel L Lorber, MD, CDE
and Deborah Lagana, MSN, RD, CDE

D APC95-17 Economics of Diabetes: Is Intensive Management
Cost-Effective? And If So, How Do You Convince
Third-Party Payers?, Christine T. Tobln, RN, MBA,
CDE and William H. Herman, MD

O APC95-18 Pancreas Transplantation: What It Cani Do,
What It Can Do, and What It Might Be Able to Do,
ft Paul Robertson, MD

D APC95-19 Diabetes Management: How to Be a More Cultural-
ly Sensitive Practitioner, Sharon Johnson, RN, CDE

D APC95-20 The Intelligent Use of Carbohydrates: Is the Ban
on Sugar Lifted?, Sandra Gillespie, MMSc, RD/LD,
CDE

D APC95-21 1994 Nutrition Recommendations: Theory to
Practice, Melinda D. Maryniuk, MEd, RD, CDE

SUNDAY - January 22.1995

GENERAL SESSION - PREVENTION/EDUCATION

• APC95-22 Prevention of IDDM: Is It Possible?,

Jerry Palmer, MD

D APC95-23 Should People Be Screened for Diabetes? If So,

Will It Alter the Outcome?, Mayer B. Davidson, MD

D APC95-24 Can Antioxidants Prevent Atherosclerotic

Disease?, Alan Chail, MD

O APC95-25 Diabetic Foot Disease: How Do You Screen, and

Can It Be Prevented?, Andrew JM. Boulton, MD

D APC95-26 If Changing Behavior Prevents Disease, Can
Behavior Be Changed?, David G. Schlundt, PhD

NAME

MAILING ADDRESS (for UPS, no P.O. boxes please)

PLEASE COMPLETE THE FOLLOWING INFORMATION
Individual Tape $10.00 On-Slte / $11.00 Post-Meeting

PHONE { 1_
FAX( )

(Please Include your firm name if mailing there)

STREET

CITY STATE ZIP
PAYMENT
D Check • Visa • MasterCard D American Express Credit Card #
Authorized Signature Expiration Date
1. Charge Cards accepted on orders over $10.00 4. USA Shipping Fee: $1.00 per tape; $2.00 minimum,
2. Make checks payable to AVW/Sound Images, Inc. $10.00 maximum fee
3. Purchase Orders accepted on orders over $25.00 5. International Airmail Fee: $3.00 per tape, $6.00 minimum

($5.00 fee) PO #

MAIL, CALL, OR FAX YOUR ORDER DIRECTLY TO:
AVW/SOUND IMAGES • PO BOX 460519 • AURORA, CO 80046 • 303-693-5511 / FAX 303-693-2597

APC95 POST-MEETING
ORDERS ONLY

tapes x $11.00 ea $

albums x $6.00ea $

Shipping Charge $

Rush Charge ($12.50) $

P.O. Charge ($5.00) $
Colorado residents add

3% sales tax $

TOTAL DUE $
ENCLOSE PAYMENT- THANK YOU

OFFICE USE ONLY

Order Number



WE KNOW MORE ABOUT MANAGING
DIABETES THAN EVER BEFORE —
NOW YOU CAN TOO.

Therapy for
Diabetes
Mellitus
and Related
Disorders,
2nd Ed.
Completely revised
and updated, this
new edition reflects
the latest advances in diabetes treatment,
including implications of the DCCT, new
ADA nutrition recommendations and
standards of care, and much more. Brings
together the expertise of more than 50
leading diabetes professionals. Each
chapter focuses on a specific aspect of
diabetes and its complications and presents
a concise practical approach to treatment.
An invaluable resource you'll turn to again
and again! Softcover; 384 pages.
#PMTDRD2
Nonmember: $34.50 Member: $27.50

Medical
Management
of Type I
Diabetes
Updated with
DCCT results and
other important
clinical research, this
valuable new book will show you how to
take a proactive approach to diabetes
management and prevent or slow the onset
of complications.Provides state-of-the-art
instruction on all issues impacting type I
diabetes, including: blood glucose
regulation, nutrition, exercise, blood
pressure, blood lipid levels, and other key
elements. A must for anyone treating
patients with type I diabetes! Softcover; 176
pages. #PMMT1
Nonmember: $37.50 Member: $29.95

Medical
Management
of Type II
Diabetes
Takes the latest
research and
clinical findings and
turns it into a
practical reference on managing type II
diabetes.You'll get all the tools you need to
diagnose and treat NIDDM and other forms
of glucose intolerance, including the new
ADA nutrition recommendations and
standards of care, implications from the
DCCT, and more. And its succinct, well-
organized format makes it easy to find the
information you need quickly. Softcover;
112 pages. #PMMT2
Nonmember: $37.50 Member: $29.95

Maximizing the Role
of Nutrition in
Diabetes Management
Based on our 1-day Clinical
Education Program, this new
book emphasizes the pivotal
role of Medical Nutrition
Therapy (MNT) in managing
diabetes. It integrates medical, nutritional, and
behavioral sciences for total diabetes care.Topics
include: exercise, insulin regimens, oral hypoglycemic
agents, and blood glucose monitoring, as well as
nutrition management in special medical situations and
different life stages. Softcover; 64 pages. #PMNDMB
Nonmember: $21.95 Member: $17.50

All 3 Books Feature:
• Revised Diagnosis and Classification Criteria
• Updated Information on Pathogenesis
• New Strategies for Achieving Better Metabolic Control
• New Information on Preventing and Treating Diabetes Complications
• New ADA Nutrition Guidelines
• New ADA Standards of Medical Care

ORDER IN $ETS AND $AVE 1O%
The All-New Diabetes Treatment Set
Includes: Medical Management of Type I Diabetes and Medical Management of
Type II Diabetes. #PMMTSET2 Nonmember: $67.50; Member: $53.90

The All-New 3*Volume Guide to Diagnosis and Treatment
Includes: Medical Management of Type I Diabetes, Medical Management of Type II
Diabetes, and Therapy for Diabetes Mellitus and Related Disorders, 2nd lid.
#PMMS3 Nonmember: $98.55; Member: $78.65

American Diabetes Association.

• YES! Please send me the books I've listed, and include a free catalog.
• NO. I'm not ordering right now, but please send me a free catalog.

Item # Item Name Qty Unit Price Total

Shipping & Handling
up to $30.00 add $3.00
$30.01-$50.00 add $4.00
over $50.00 add 8%

Publications Subtotal $_
VA Residents add 4.5% tax $_
Shipping & Handling (see chart) $_
Total Due $_

Allow 2-3 weeks for shipment. Add $3 to shipping & handling for each extra shipping address.
Add $15 for each overseas address. Prices subject to change without notice.

Ship To

First Name Middle Initial Last Name

Address

City/State/Zip

• Payment enclosed (check or money order)

P21C65

Charge my: Q VISA
Account Number:
Signature:

• MC • AMEX

Mail to: American Diabetes Association
1970 Chain Bridge Road
McLean, VA 22109-0592

.Exp. Date:.

American
Diabetes
Association



OF THOSE WHO TOOK SIDES IN THE LARGEST NATIONWIDE STUDY OF ITS KIND...

OVER 75% BECAME NEW FANS
Let's face it, nobody's a big fan of testing
blood glucose levels. But the ACCU-CHEK®
ADVANTAGE™ System may just change
the way your patients feel about testing.

More than 3000 people with diabetes par-
ticipated in the National Preference" Trial,1

a study designed to compare the perform-
ance and features of the ACCU-CHEK®
ADVANTAGE™ System with over 15 differ-
ent monitors. For people who expressed K

a preference, it won dramatically—76%

ADVANTAGE" _

preferred the ACCU-CHEK® ADVANTAGE™
System over their own monitor. A monitor

patients like more may become one they'll
use more. And according to the Diabetes
Control and Complications Trial (DCCT),
that could help reduce their risk of com-
plications.

The ACCU-CHEK® ADVANTAGE™
System. It's another example of how

- ACCU-CHEK® Systems are designed to
meet the individual needs of your patients.

Reference: 1. Korte JJ, Cooper Research, Inc, Cincinnati, Ohio. The
National Preference Trial. A study of patient preferences among blood glucose
monitors. August 1994. Data on file, Boehringer Mannheim Corporation.

4)1994 Boehringer Mannheim Corporation. All rights reserved.

A choice for different needs

Accu-Chek
BLOOD GLUCOSE MONITORING SYSTEMS

What it takes to take control

Diagnostics




