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Non-insulin-dependent diabetes mellitus.

As with all sulfonylureas,
hypoglycemia may occur.
Please see brief summary of prescribing
information on the adjacent page.
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GLUCOTROL XL8 (gllplzide) Extended Release Tablets For Oral Use
Brlal Summary of Prescribing Inlormallon
INDICATIONS AND USAGE: GLUCOTROL XL is Indicated as an adjunct to diet lor t!a control ol hypergtycemia and its associated
symptomatology In patients with non-insulin-dependent diabetes rnellitus (NiDDM; type II). formerly brawn as maturity-onset diabetes, after
an adequate trial of dietary therapy has proved unsatisfactory.
CONTRAINDICATIONS: Glipizida is contraindicatcd in patients with: 1. Known hypcrscns:tiv,ty 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 ot oral hypoglycemlc
drugs has been reported to be associated with Increased cardiovascular mortality as compared to treatment with diet
alone or diet plus Insulin.

As with any other non-delormable 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 releaso formulation.
PRECAUTIONS: Renal and Hepatic Disease: The pharmacokinetics and/or ptarracodynamics of glipizide may be affected in patients
w.th Impaired renal or hepatic function. If hypoglycemia should occur in such patients, it rray be prolonged and appropriate management
should bo 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 sulfony'urca drugs are capable of producing severe hypoglycemia. Renal or hepatic insufficiency may affect the
disposition ol glipizide and the latter may also diminish gluconeogenic capacity, both ol which increase the risk ol serious hypoglycemic
reactions. Elderly, debilitated or malnourished patients, and those with adrenal or pituitary insufficiency are particularly susceptible to the
hypogiyecmic action ol 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 ol 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 ad.ustment of doso 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 ol hemoglobin Air 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 il they occasionally notice in their stool something that looks like a
tablet. In tha GLUCOTROL XL Extended Release Tablet, the medicat.on Is contained w.th.n 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 tody.

Patients should be informed of the potential risks and advantages ol GLUCOTROL XL and ol alternative modes ol 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 r r cn tes . Primary and secondary failure also should be explained.
Drug Interactions: The hypogiycemic action ol sullonylureas rray be potentiated by certain drugs including nonsteroidal anti-inflammatory
agents and other drugs that are nighty protein bound, salicylates, sulfonamides, chloramphenicol, probenecio, coumarins, monoamine oxidase
inhibitors, and beta-adrenergx blocking agents. In vitro binding studies with human serum proteins indicate that glipizide binds differently
than tolbutamide and docs not Interact with salicylate or d;cumarol rtavaver, caution must be exercised in extrapolating these findings to the
clinical situation and in tho use of glipizida with these drugs.

Certain drugs lend to produce hyperglycemia and may lead to loss of control. These drugs include the thiazides and other diuretics,
cortlcosteroids, phenothlazmes, 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 miccnazole is not known. The effect of concomitant
administration ol Diliucan" (liuconazole) and Glucotrol has been demonstrated in a placebo-controlled crossover study in normal volunteers.
All subjects received Glucotrol alone and following treatment with ICO mg ol Dillucan" as a single daily oral dose for / days. The mean
percentage Increase in the Glucotrol AUC after fluconazole administration was 56.9% (range: 35 to 81 Si).
Carclnogenesls, Mutagenesls, 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 carcinogsnicity. Bacterial and in vivo mutagenicity tests were
uniformly negative. Studies in rats of both sexes at doses up to 75 times tha human dose showed no effects on fertility.
Pregnancy: Pregnancy Category C: Glipizide was lound to be mildly letoioxic in rat reproductive studies at all dose levels (5-50 mg/kg). This
fctotoxicity has been similarly noted vwth other sulfony'ureas, such as tolbutamide and tolazamide. The effect is perinatal and believed to be
directly related to the pharmacoiogic (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 tho potential risk to the letus.

Many experts recommend that insulin be used during pregnancy to maintain blood glucose levels as close to normal as possible.
Nonteratogenlc Effects: Prolonged severe hypoglycemia (4 to 10 days) has been reported in neonates born to mothers who were receiving
a sullonyluica drug at the time of delivery. This has been reported more frequently with the use of agents with prolonged hall-lives. II 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 sullonylurea 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.
Pedlatrlc 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 ol some individuals cannot b3 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 evaliation 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 -10.1 % and 13.O1S; Headache - 6.6% 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 - arthralgla, leg cramps and myalgia; Cardiovascular - syncope; Skin - sweating and pruritus-
Respiratory - rhinitis; Special senses - blurred vision; Urogenilal - 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, sonnolence, 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 ot 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 sullonylureas, but have not been observed with
GLUCOTROL XL:
Hematologlc: Leukopenia, agranulocytosis, Ihrombocytopenia, hemolytic anemia, aplastic anemia, and pancytopenia have been reported
with sullonylureas.
Metabolic: Hepatic porphyria and disulfiram-like reactions have been reported with sullonylureas. In the mouse, glipizide pretreatment did
not cause an accumulation of acetaldehyde after ettenol 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 sullonylureas.
OVERDOSAGE: Overdosage can produce hypoglycamia. 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 ol danger. Severe hypoglycemic reactions with coma, seizure, or other neurological Impairment
occur infrequently, but constitute medical emergencies requiring immediate hospitalization. II 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 gllplzide from plasma
may be prolonged in persons with liver disease. Because ol the extensive protein binding ol glipizida, dialysis is unlikely to ba ol benefit.
DOSAGE AND ADMINISTRATION: There is no fixed dosage regimen for the management ol 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 ol 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 relied the
response to therapy. In most cases, hemoglobin A,c level measured at three month intervals is the preferred means of monitoring response to
therapy.

Hemoglobin Ay; should be measured as GLUCOTROL XL therapy is initiated at the 5 mg dose and repeated approximately three months
later. II the result ofthis 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, l ino 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 ol 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 A1C beyond what was achieved with the
10 mg dose.
More detailed Information available on request. ,, , . . . „ „ . .
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Two New Resources To Help
You Improve Patient Care
The first "how to" guide for health professionals on helping both type 1 and
type II diabetes patients achieve improved blood glucose goals. Written by a
team of experts who participated in the DCCT, this book will help you:

1/ Identify patients who'll benefit most from intensive management
%/ Determine intial basal and bolus insulin doses for each patient
1/ Help patients succeed at insulin pump therapy
*/ Teach patients precise methods for treating hypoglycemia
*/ Negotiate management goals with patients, and much more!

#PM1DM
Member: $29.95; Nonmember: $37.50

This comprehensive, practical new guide gives you hands-on advice for
prescribing exercise as a therapy for your diabetes patients. A collaborative
effort between ADA and the American College of Sports Medicine, its guide-
lines represent consensus between the two orgnaizations. It includes valuable
insights gained from the experiences of successful, competivive athletes
with diabetes. Topics include: • physiological effects of exercise • metabolic
and psychological benefits • nutritional strategies • insulin adjustment •
exercise for patients with complications • exercise for special patient
groups • much more!
#PM1DM;
Member: $39.95; Nonmember: $49.95

To order, send in the coupon below
or call: 1-800-ADA-ORDER

Ship To

Middle Initial Last Name

Street Address Suite/Apt #

Additional Address Info

City State Province Country Zip Code

Item# Item Name Qty Unit Price

Publications Subtotal
Shipping* Handling V A R e s i d e m s A d d 4 3 % T a x

over $50.00 add 8% Shipping & Handling
Total Due

Total

_$_
_$_
$
$
$

• Payment enclosed (check or money order) P28CA6

Charge my: QVISA QM/C QAMEX

Account #:

Signature:

Mail to:

I

American Diabetes Association
P.O. Box 930850
Atlanta, GA 31193-0850

Allow 2-3 weeks for shipment. Add $3 to shipping & handling for each extra
address. Add $15 for each overseas address. Foreign orders must be paid in U.S.
funds, drawn on a U.S. bank. Prices subject to change without notice.
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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.

New manuscripts should be sent to the incoming editor: Charles M. Clark, Jr., MD, Diabetes Care
Editorial Office, Regenstrief Health Center, Indiana University Medical Center, 1001 West Tenth Street,
Indianapolis, IN 46202-2859; (317) 630-6925. Editorial correspondence and revised manuscripts
should be sent by first class mail to Allan L. Drash, MD, Editor, Diabetes Care Editorial Office, Children's
Hospital, Rangos Research Center, 3705 Fifth Avenue, Pittsburgh, PA 15213; (412) 692-5851.

Diabetes Care publishes only original material. When submitting a manuscript, authors must
state in their transmittal letter that the material has not been previously published or is not currently
being submitted to another journal.

Manuscripts should be prepared in accord with the requirements specified in the document
"Uniform Requirements for Manuscripts Submitted to Biomedical Journals," New England Journal of
Medicine 324:424-428, 1991. "Instructions for Authors" containing specifications for manuscript
preparation appears in the January and July issues.

All material published in Diabetes Care is copyrighted by the American Diabetes Association, Inc.
All manuscripts submitted to Diabetes Care must include a transmittal letter stating the following before
they will be considered for publication: "In consideration of ADA reviewing my (our) submission, the
undersigned author(s) transfers, assigns, or otherwise conveys all copyright ownership to ADA in the
event the work is published." Permission to reproduce copyrighted material from Diabetes Care will be
granted for limited, noncommercial purposes. Requests for permission to use Figures or Tables or to
adapt or reprint articles from this journal should be sent by letter or fax to Permissions Editor, American
Diabetes Association, Inc., 1660 Duke Street, Alexandria, VA 22314; Fax: (703) 739-0290. Requests
should be accompanied by a letter of permission from the senior author of the article.

Diabetes Care (ISSN 0149-5992) is published monthly by the American Diabetes Association,
Inc., 1660 Duke Street, Alexandria, VA 22314. Individual subscription rates are $110 in the U.S.,
Canada, and Mexico (for Canada add 7% GST) and $170 for all other countries. Institutional rates
are $180 in the U.S., Canada, and Mexico (for Canada add 7% GST) and $240 in all other countries.
Professional membership includes $75 designated for Diabetes Care. Single issues are $13.50 in the
U.S., Canada, and Mexico (Canada add 7% GST) and $17.00 in all other countries. Periodical
postage paid at Alexandria, VA 22314, and at additional mailing offices. POSTMASTER: Send change
of address to Diabetes Care, American Diabetes Association, Inc., Journal Subscriptions, 1660 Duke
St., Alexandria, VA 22314.

Diabetes Care is listed in Science Citation Index, Current Contents/Life Sciences, Current Con-
tents/Clinical Medicine, SCISEARCH, EMBASE, ISI/BIOMED databases, and Automatic Subject Cita-
tion Alert. Diabetes Care is available online on BRS Colleague. For more information call 800-955-
0906. It is also available in machine-readable format from University Microfilms International. Dia-
betes Care is printed on acid-free paper starting with Vol. 11(1), 1988.

The mission of the American Diabetes Association is to prevent and cure diabetes and to improve
the lives of all people affected by diabetes.

©1996 by the American Diabetes Association, Inc. Printed in the USA.
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If Your Diabetes Patients Ask
How Much Blood Is Enough for a Test,

Recommend the SureStep® System.
And They'll Always Be Sure.

Front
Touchable test
strip makes it
easy to apply

blood.

Back
Dot turns
blue when

enough blood
is applied.

Now, recommend a system that offers extra reassurance every step of the way.

The SureStep® Blood Glucose Monitoring System.

Blood application is simple because the test strip is touchable-perfect for

people with dexterity or vision problems. Just apply a blood drop to the

SureStep® Test Strip. Then turn it over. The dot on the back instantly turns blue

when they've applied enough blood.

The SureStep System. From LifeScan, creators of the ONE TOUCH® family of

products - the brand most recommended by healthcare professionals.

actual size

tH x

For diabetes and life.

jiiFEScnn

Contact your LifeScan Professional Sales Representative to arrange for a demonstration. Or call the 24-hour hotline: 1 800 524-7226, Option 2.
© 1996 LifeScan Inc. Milpitas, California 95035
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ntroducing the
ULTRA-FINE' E Short Needle

The new B-D® ULTRA-FINE®n Short Needle is 37% shorter than
standard length needles and, at 30 gauge, is the thinnest insulin
syringe needle.

Available in convenient 3/1 Occ and 1/2cc sizes, the new
B-D ULTRA-FINE H Short Needle provides all the comfort and
quality your patients expect from BD.

Plus, every B-D® Insulin Syringe comes with a money-back
guarantee for comfort and quality.

Patients should consult with a healthcare professional before
using the B-D ULTRA-FINE II Short Needle, and carefully monitor
their blood glucose
when changing to
a shorter needle.

S i y N I Option of injection1 ComfoA J ^ J ™ "™ <*•*»'*" of Injection^^

INSULIN
SYRINGE

1/2cc

SYRINGE

IMOOKSUJ
K)R 50 UNITS OK IBS

Your Patient's Best Choice For Comfort

B-D and ULTRA-FINE JJ are registered trademarks of Becton Dickinson and Company.
©Becton Dickinson and Company

BECTON DICKINSON CONSUMER PRODUCTS
Becton Dickinson and Company
Franklin Lakes, New Jersey 07417-1883
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"Aw outstanding effort that will be of tremen-
dous value to diabetes clinicians and their
patients...A very successful translation of
research finding into nuts and bolts clinical
recommendations."

—Tim Wysoeki, Ph.D.

This comprehensive guide
brings you the latest

information about the
behavioral side of diabetes
management. Written by
leading behavioral
researchers in the field of
diabetes, it delivers practi-
cal solutions to a broad
spectrum of behavioral
issues impacting dia-
betes management and
metabolic control.

No matter what the demo-
graphic background of your patients,
you'll find solid advice you can apply in
your practice. The authors do an excel-
lent job of identifying and addressing
issues relevant to a diverse patient popu-
lation and in a variety of practice set-
tings. Softcover; approximately 144
pages. #PPPDC
Nonmember: $24.95
Member: $19.95

Developmental and Family Factors
When Children are your Patients •
Issues and Treatment Guidelines •
Improving Control in Adolescents
with IDDM • Caring for Older Patients
with Diabetes • Involving Family
Members in Treatment

Treatment Regimen Factors
Dealing with Complexity: The Case
of Diabetes Self-Management •
Eating and Diabetes: A Patient-
Centered Approach • Motivating
Patients to Exercise • What You

and Your Patients Need
to Know About Hypo-

glycemia • Helping
Patients Reduce the Risk

of Severe Hypoglycemia

Complex and Chronic
Behavioral Issues
Strategies for Improving

Glycemic Control in Patients
with IDDM • Strategies for
Improving Weight Loss and

Maintenance • Smoking
Cessation • Prevention of Eating

Disorders in Young Women with IDDM

Special Problems for Prevention Efforts
Using the Empowerment Approach •
The Therapeutic Alliance: Provider
Burnout • Understanding and
Treating "Diabetes Burnout" •
Psychological Issues Facing Newly
Diagnosed Patients

Features the most up-to-date advice
on how to assess, plan, and evaluate

patient education and counseling
programs, including the recently revised
content areas recommended by the
National Diabetes Advisory Board.

Divided into sections on IDDM,
NIDDM, and GDM, the book covers
short-term, survival goals, and continu-
ing, in-depth goals. Features sections
devoted to age-sensitive considerations
as well as approaches for educating
patients with special challenges to learn-
ing. Much more
than a series of
checklists, the book
focuses on the educa-
tion process and
emphasizes assessing
the unique needs of
each patient.
Softcover, 64 pages.
#PEDEG

Nonmember: $21.95
Member: $17.50

Elements of Successful Education •
Elements of Teaching and Learning •
Type I Diabetes: Initial Education Goals;
Continuing Education Goals • Type II
Diabetes: Initial Education Goals;
Continuing Education Goals; Special
Considerations • Diabetes and Pregnancy:
Pregnancy with Preexisting Diabetes;
Gestational Diabetes • Diabetes Through
Life Stages • Educational Approaches
for Special Situations

• 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
GA Residents add 6% tax..
Shipping & Handling (see chart) $_
Total Due $.

Ship To

First Name Middle Initial Last Name

Address

City/State/Zip

Phone Member # P30CA6

Q Payment enclosed (check or money order)
Charge my: • VISA • MC
Account Number:

• AMEX

Allow 2-3 weeks for shipment. Add $3 for each additional shipping address. Add $15 for each
address outside the U.S. Foreign orders must be paid in US funds, drawn on a US bank.

Signature:
Mail to: American Diabetes Association

Order Fulfillment Department
PO. Box 930850
Atlanta, GA 31193-0850

. Exp. Date: L
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Lowers Blood Glucose as an Adjunct to Diet - Alone or
With a Sulfonylurea* When Glycemic Control Cannot Be Achieved

®Precose
The First Alpha-Glucosidase Inhibitor

Features a I'nique, Nonsystemic Mode of Action

Works locally in the small intestine to slow carbohydrate
digestion and delay glucose absorption

Treats NIDDM without drug-induced hypoglycemia,
hyperinsulinemia, lactic acidosis, or weight gain2

Manages Postprandial Glucose Peaks to Improve
Glycemic Control, Reducing lib Ale Levels to Help
Prevent Diabetes Complications, eg, Rctinopathy,
Neuropathy and Nephropatliy'-:'f

Majority of side effects in clinical trials were GI in nature (abdominal pain,
diarrhea, and flatulence), related to the mode of action, and generally diminish
after 4 to 8 weeks due to adaptation of small intestine enzyme activity

Precose is not recommended in patients with significant renal dysfunction
(serum creatinine > 2.0 mg/dL). Precose is contraindicated in patientsnJ
diabetic ketoacidosis, cirrhosis, inflammatory bowel disease, colonic ulceration,
or partial intestinal obstruction

Because efficacy is similar across dosages > 100 mg tid,
may be associated with an increased risk of elevated se:
dosages > 100 mg tid are not recommended
Diet and exercise always should be emphasized as primary
NIDDM management

* Precose itself does not cause hypoglycemia. When used in combination
sulfonylureas, it may increase their hypoglycemic potential. Oral glucose,
absorption is not inhibited by Precose, should be used instead of sucrose in
treatment of mild to moderate hypoglycemia.

Plane see brief summary of Prescribing Information on the last page of mis

> 100 mg
levels,

tid

•€
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Taken three

times daily with the

first bite of

each main meal

Initiate therapy
with 25 mg tid by

breaking the scored
50-mg tablet in half

•
Increase dosage

gradually to minimize
GI symptoms

•

Maintain therapy
at 50 mg tid

to lOOmg/zV/

,r*

¥
Maximum

recommended dosages:
50 mg tid for

patients < 60 kg
(132 1b);

100 mg M/for
patients > 60 kg

(132 1b)

?'

50 mg, 1001

®

'bose tablets)
from the first bite.



^^Sk 50 mg, 100 mi

rrecose
(acarbose tablets)

BRIEF SUMMARY
CONSULT PACKAGE INSERT FOR FULL PRESCRIBING INFORMATION
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INDICATIONS AND USAGE
PRECOSE®, as monotherapy, is indicated as an adjunct to diet to lower blood glucose in
patients with non-insulin-dependent diabetes mellitus (NIDDM) whose hyperglycemia cannot
be managed on diet alone. PRECOSE® may also be used in combination with a sulfonylurea
when diet plus either PRECOSE® or a sulfonylurea do not result in adequate glycemic control.
The effect of PRECOSE® to enhance glycemic control is additive to that of sulfonylureas when
used in combination, presumably because its mechanism of action is different.
In initiating treatment for NIDDM, diet should be emphasized as the primary form of treatment.
Caloric restriction and weight loss are essential in the obese diabetic patient. Proper dietary
management alone may be effective in controlling blood glucose and symptoms of hyper-
glycemia. The importance of regular physical activity when appropriate should also be
stressed. If this treatment program fails to result in adequate glycemic control, the use of
PRECOSE® should be considered. The use of PRECOSE® must be viewed by both the physi-
cian and patient as a treatment in addition to diet, and not as a substitute for diet or as a con-
venient mechanism for avoiding dietary restraint.

CONTRAINDICATIONS
PRECOSE® is contraindicated in patients with known hypersensitivity to the drug and in
patients with diabetic ketoacidosis or cirrhosis. PRECOSE® is also contraindicated in patients
with inflammatory bowel disease, colonic ulceration, partial intestinal obstruction or in
patients predisposed to intestinal obstruction. In addition, PRECOSE® is contraindicated in
patients who have chronic intestinal diseases associated with marked disorders of digestion or
absorption and in patients who have conditions that may deteriorate as a result of increased
gas formation in the intestine.

PRECAUTIONS
General
Hypogtycemia: Because of its mechanism of action, PRECOSE® when administered alone
should not cause hypoglycemia in the fasted or postprandial state. Sulfonylurea agents may
cause hypoglycemia. Because PRECOSE® given in combination with a sulfonylurea will cause
a further lowering of blood glucose, it may increase the hypoglycemic potential of the sulfony-
lurea. Oral glucose (dextrose), whose absorption is not inhibited by PRECOSE®, should be
used instead of sucrose (cane sugar) in the treatment of mild to moderate hypoglycemia.
Sucrose, whose hydrolysis to glucose and fructose is inhibited by PRECOSE®, is unsuitable
for the rapid correction of hypoglycemia. Severe hypoglycemia may require the use of either
intravenous glucose infusion or glucagon injection.
Elevated Serum Transamlnase Levels: In clinical trials, at doses of 50 mg t.i.d. and 100 mg
t.i.d., the incidence of serum transaminase elevations with PRECOSE® was the same as with
placebo. In long-term studies (up to 12 months, and including PRECOSE® doses up to 300 mg
t.i.dj conducted in the United States, treatment-emergent elevations of serum transaminases
(AST and/or ALT) occurred in 15% of PRECOSE®-treated patients as compared to 7% of
placebo-treated patients. These serum transaminase elevations appear to be dose related. At
doses greater than 100 mg t.i.d., the incidence of serum transaminase elevations greater than
three times the upper limit of normal was two to three times higher in the PRECOSE® group
than in the placebo group. These elevations were asymptomatic, reversible, more common in
females, and, in general, were not associated with other evidence of liver dysfunction.
In international post-marketing experience with PRECOSE® in over 500,000 patients, 19 cases
of serum transaminase elevations > 500 IU/L (12 of which were associated with jaundice)
have been reported. Fifteen of these 19 cases received treatment with 100 mg t.i.d. or greater
and 13 of 16 patients for whom weight was reported weighed < 60 kg. In the 18 cases where
follow-up was recorded, hepatic abnormalities improved or resolved upon discontinuation of
PRECOSE®.

Loss of Control of Blood Glucose: When diabetic patients are exposed to stress such as fever,
trauma, infection, or surgery, a temporary loss of control of blood glucose may occur. At such
times, temporary insulin therapy may be necessary.

Information for Patients: Patients should be told to take PRECOSE® orally three times a day at
the start (with the first bite) of each main meal. It is important that patients continue to adhere
to dietary instructions, a regular exercise program, and regular testing of urine and/or blood
glucose.

PRECOSE® itself does not cause hypoglycemia even when administered to patients in the fast-
ed state. Sulfonylurea drugs and insulin, however, can lower blood sugar levels enough to
cause symptoms or sometimes life-threatening hypoglycemia. Because PRECOSE® given in
combination with a sulfonylurea or insulin will cause a further lowering of blood sugar, it may
increase the hypoglycemic potential of these agents. The risk of hypoglycemia, its symptoms
and treatment, and conditions that predispose to its development should be well understood
by patients and responsible family members. Because PRECOSE® prevents the breakdown of
table sugar, patients should have a readily available source of glucose (dextrose, D-glucose) to
treat symptoms of low blood sugar when taking PRECOSE® in combination with a sulfony-
lurea or insulin.

If side effects occur with PRECOSE®, they usually develop during the first few weeks of thera-
py. They are most commonly mild-to-moderate gastrointestinal effects, such as flatulence,
diarrhea, or abdominal discomfort and generally diminish in frequency and intensity with time.
Laboratory Tests: Therapeutic response to PRECOSE® should be monitored by periodic blood
glucose tests. Measurement of glycosylated hemoglobin levels is recommended for the moni-
toring of long-term glycemic control.

PRECOSE®, particularly at doses in excess of 50 mg t.i.d., may give rise to elevations of
serum transaminases and, in rare instances, hyperbilirubinemia. It is recommended that
serum transaminase levels be checked every 3 months during the first year of treatment with
PRECOSE® and periodically thereafter. If elevated transaminases are observed, a reduction in
dosage or withdrawal of therapy may be indicated, particularly if the elevations persist.
Renal Impairment: Plasma concentrations of PRECOSE® in renally impaired volunteers were
proportionally increased relative to the degree of renal dysfunction. Long-term clinical trials in
diabetic patients with significant renal dysfunction (serum creatinine >2.0 mg/dL) have not
been conducted. Therefore, treatment of these patients with PRECOSE® is not recommended.

Drug Interactions: Certain drugs tend to produce hyperglycemia and may lead to loss of blood
glucose control. These drugs include the thiazides and other diuretics, corticosteroids, phe-
nothiazines, thyroid products, estrogens, oral contraceptives, phenytoin, nicotinic acid, sym-
pathomimetics, calcium channel-blocking drugs, and isoniazid. When such drugs are adminis-
tered to a patient receiving PRECOSE®, the patient should be closely observed for loss of

blood glucose control. When such drugs are withdrawn from patients receiving PRECOSE® in
combination with sulfonylureas or insulin, patients should be observed closely for any evi-
dence of hypoglycemia.

Intestinal adsorbents (e.g., charcoal) and digestive enzyme preparations containing carbohy-
drate-splitting enzymes (e.g., amylase, pancreatin) may reduce the effect of PRECOSE® and
should not be taken concomitantly.

Carcinogenesis, Mutagenesis, and Impairment of Fertility: Nine chronic toxicity/carcino-
genicity studies were conducted in three animal species (rat, hamster, dog) including two rat
strains (Sprague-Dawley and Wistar).

In the first rat study, Sprague-Dawley rats received acarbose in feed at high doses (up to
approximately 500 mg/kg body weight) for 104 weeks. Acarbose treatment resulted in a signif-
icant increase in the incidence of renal tumors (adenomas and adenocarcinomas) and benign
Leydig cell tumors. This study was repeated with a similar outcome. Further studies were per-
formed to separate direct carcinogenic effects of acarbose from indirect effects resulting from
the carbohydrate malnutrition induced by the large doses of acarbose employed in the studies.
In one study using Sprague-Dawley rats, acarbose was mixed with feed but carbohydrate
deprivation was prevented by the addition of glucose to the diet. In a 26-month study of
Sprague-Dawley rats, acarbose was administered by daily postprandial gavage so as to avoid
the pharmacologic effects of the drug. In both of these studies, the increased incidence of
renal tumors found in the original studies did not occur. Acarbose was also given in food and
by postprandial gavage in two separate studies in Wistar rats. No increased incidence of renal
tumors was found in either of these Wistar rat studies. In two feeding studies of hamsters,
with and without glucose supplementation, there was also no evidence of carcinogenicity.
Acarbose showed no mutagenic activity when tested in six in vitro and three in vivo assays.
Fertility studies conducted in rats after oral administration produced no untoward effect on fer-
tility or on the overall capability to reproduce.
Pregnancy:

Teratogenic Effects: Pregnancy Category B. The safety of PRECOSE® in pregnant women has
not been established. Reproduction studies have been performed in rats at doses up to 480
mg/kg (corresponding to 9 times the exposure in humans, based on drug blood levels) and
have revealed no evidence of impaired fertility or harm to the fetus due to acarbose. In rabbits,
reduced maternal body weight gain, probably the result of the pharmacodynamic activity of
high doses of acarbose in the intestines, may have been responsible for a slight increase in the
number of embryonic losses. However, rabbits given 160 mg/kg acarbose (corresponding to
10 times the dose in man, based on body surface area) showed no evidence of embryotoxicity
and there was no evidence of teratogenicity at a dose 32 times the dose in man (based on
body surface area). There are, however, no adequate and well-controlled studies of PRECOSE®
in pregnant women. Because animal reproduction studies are not always predictive of the
human response, this drug should be used during pregnancy only if clearly needed. Because
current information strongly suggests that abnormal blood glucose levels during pregnancy
are associated with a higher incidence of congenital anomalies as well as increased neonatal
morbidity and mortality, most experts recommend that insulin be used during pregnancy to
maintain blood glucose levels as close to normal as possible.
Nursing Mothers: A small amount of radioactivity has been found in the milk of lactating rats
after administration of radiolabeled acarbose. It is not known whether this drug is excreted in
human milk. Because many drugs are excreted in human milk, PRECOSE® should not be
administered to a nursing woman.

Pediatric Use: Safety and effectiveness of PRECOSE® in pediatric patients have not been
established.

ADVERSE REACTIONS
Digestive Tract: Gastrointestinal symptoms are the most common reactions to PRECOSE®. In
U.S. placebo-controlled trials, the incidences of abdominal pain, diarrhea, and flatulence were
21%, 33%, and 77% respectively in 1075 patients treated with PRECOSE® 50-300 mg t.i.d.,
whereas the corresponding incidences were 9%, 12%, and 32% in 818 placebo-treated
patients. Abdominal pain and diarrhea tended to return to pretreatment levels over time, and
the frequency and intensity of flatulence tended to abate with time. The increased gastroin-
testinal tract symptoms in patients treated with PRECOSE® is a manifestation of the mecha-
nism of action of PRECOSE® and is related to the presence of undigested carbohydrate in the
lower Gl tract. Rarely, these gastrointestinal events may be severe and might be confused with
paralytic ileus.

Elevated Serum Transaminase Levels: See PRECAUTIONS.
Other Abnormal Laboratory Findings: Small reductions in hematocrit occurred more often in
PRECOSE®-treated patients than in placebo-treated patients but were not associated with
reductions in hemoglobin. Low serum calcium and low plasma vitamin fy levels were associat-
ed with PRECOSE® therapy but were thought to be either spurious or of no clinical significance.

Caution: Federal law prohibits dispensing without a prescription.
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Attend a Conference in Your Home or Office

ttend a conference — and earn cat-
egory I (ME or CEU credits —

without ever leaving your home or
office. We've captured general sessions
of this important clinical conference on
CD-ROM so you can listen to the speak-
ers while simultaneously viewing their
slides. It's almost as good as being there!
Study the scientific presentations at your
own pace: retrieving, pausing, or even
skipping ahead to more relevant topics.
You can even search by topic, author, or
agenda. What's more, it's a snap to
install and use — you don't need any
technical expertise. Works in both the
Windows and Macintosh environments.
#PCDROM2
Nonmember: $124.95
Member: $99.95

Scope of the Problem
Maureen I. Harris, Ph.D., MPH;
Susceptibility of Complications:
Ethnic and Racial Variations
Lewis II. Kuller, MI), DrPH
Prevention of (Complications in
the Management of IDDM:
Blood Glucose Control
Robert A. Rizza, MI)

Diagnosis and Management
of Diabetic Dyslipidemia
Frederick L. Dunn, MD
Nephropathy in NIDDM
Michael W. Steffes, MD, Ph.D.
Diagnosis and Classification
of Neuropathy
Eva L. Feldman, MD, Ph.D.
Treatment of Neuropathy
Douglas A. Greene, MD
Agenda Strategies to Prevent Lower
Extremity Amputations
LeeJ. Sanders, DPM

You can start
a presentation ^ \ ^
from the beginning,
or skip to another part of the lecture
at any time. If you wish to review a
particular slide more closely, you can
pause and then resume play to continue.

Treatment of Coronary Artery Disease
Richard W. Nesto, MD
The Role of Primary Care Physicians
in the Detection of Retinopathy
Frederick L. Ferris III, MD
Future Therapies in Diabetes (Care
Jay S. Skyler, MD

System Requirements:
Windows - 386 or 486 processor,
Windows 3.1 or greater, 4MB RAM; 4MB
free disk space, CD-ROM drive, SVGA
graphic card, SVGA monitor, MPC
compliant sound card, MP( ' mouse
Macintosh - LCII or greater processor.
System 7.01 or greater, 4MB RAM, 4MB
fret1 disk space, double-spetd CD-ROM
drive, external speakers recommended
(not recommended for Power Mais)

LI 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
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Publications Subtotal
VA Residents add 4.5% tax
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Charge my: • VISA • MC
Account Number:
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address outside the U.S. Foreign orders must be paid in US funds, drawn on a US bank.

Signature:
Mail to: American Diabetes Association

Order Fulfillment Department
P.O. Box 930850
Atlanta, GA 31193-0850
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Exchange Lists
for Meal Planning
/A\ collaborative effort between the

// \\ American Diabetes Association
and the American Dietetic Association,
the revised and expanded Exchange
Lists offer patients greater
meal planning
flexibility than
ever before.

The new lists
have been reordered.
Foods are now
grouped
into three categories
based on their major
nutrient contents.
They've also been
expanded to include new products on
the market, such as reduced fat or fat-
free versions of foods, as well as vegetari-
an alternatives to meat products. And
the combination foods list now includes
fast foods.

The revised Exchange Lists reflect the
1994 ADA Nutrition Recommendations
emphasis on the amount of carbohydrate

consumed rather than the type of carbo-
hydrate. This gives patients greater flexi-
bility in choosing their foods at each

__...., meal. They can now inter-
change fruit, starch, and
milk lists. They can even
include "other carbohy-
drates", such as cake, into
their overall meal plan.
Nutrition Tips with each
list give patients an
overview of the nutri-
ent content of those
foods, while Selection

Tips help them purchase the correct
quantities of foods and prepare them in
healthful ways.

Nonmember Member

Single copy XCELMPS $1.50 $1.20

Pkg of 25 HCELMP2 $37.50 $30.00

The First Step in
Diabetes Meal Planning
//A lso developed jointly by the

// \\ American Diabetes Association
and the American Dietetic Association,
this colorful tri-fold brochure provides
your patients with basic diabetes nutri-
tion guidelines. It opens to an 11" x 18"
poster depicting a diabetes food guide
pyramid. Written on a very basic level
for easy comprehension, this informative
pamphlet is ideal for newly diagnosed
patients, especially if they are not able
to meet with a dietitian right away.
Sold in packages of 25. #MODFSP

Bulk Pricing (same for members and nonmembers) Nonmember: $9.00; Member: $7.20
5-20 pkgsof25

21 -40 pkgsof25
41+ pkgs of 25

$28.25 each
$26.25 each
$22.50 each

To order, call •" ••wC'X̂ .-/ V.-0{\--C">.
or fax your order to:

What's new with the Exchange Lists?
Carbohydrate Group: patients can now interchange fruit, starch, and milk lists and

can incorporate "other carbohydrates" such as pie or frozen yogurt into their meal plans.
Meat and Meat Substitutes Group: includes the new Very Lean Meat list of foods

containing 1 gram or less of fat and no more than 35 calories per serving.
Fat Group: now has 3 lists - monounsaturated, polyunsaturated, and saturated fats;

encourages use of foods containing monounsaturated fat.

• 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
GA Residents add 6% tax..
Shipping & Handling (see chart) $_
Total Due $_

Ship To

First Name Middle Initial Last Name

Address
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Phone Member # P26CA6

• Payment enclosed (check or money order)
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Allow 2-3 weeks for shipment. Add $3 for each additional shipping address. Add $15 for each
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Practical
Diabetes

Information.

...at your fingertips.
Keep one year of DIABETES CARE (12 issues) at hand
with one slipcase or binder. Bound in attractive blue
leatherette and embossed with gold lettering, each makes a
handsome addition to your library. And each comes with
gold transfers, allowing you to personalize your volume
further. These durable, stylish cases make affordable gifts
as well.

SLIPCASES: $8.95 each, three for $24.95, six for $45.95
BINDERS: $11.25 each, three for $31.85, six for $60.75

MAIL TO: Jesse Jones Industries, Dept. DIAB-C
499 East Erie Avenue, Philadelphia, PA 19134

Please send cases; binders

.. Add $1.50 per item for Postage andEnclosed is $ _
Handling.
Outside U.S.A. add $3.50 per item (U.S. funds only).

Print Name

Address

City/State/Zip

(No PO Boxes Please)

PA residents add 6% sales tax

We also accept American Express, Visa, MasterCard and Diners
Club (for minimum orders of $15.00). CALL TOLL FREE
(charge orders only) 1-800-825-6690. 7 days, 24 hours.

NOTE: Satisfaction guaranteed.
Slipcases are also available for DIABETES, DIABETES
SPECTRUM and DIABETES FORECAST.

A American
Diabetes
Association

Online
Services

For Readers
http://www.ada.judds.com

The American Diabetes Association has
introduced new World Wide Web services
for members and subscribers. The
publications home page offers:

§ Tables of contents and a searchable database of
abstracts from the current and back issues of
Diabetes and Diabetes Care.

t Tables of contents and selected articles from
Diabetes Spectrum and Diabetes Forecast.

• Full text of Clinical Practice Recommendations
1996, the Association's annual compendium of
position and consensus statements.

t Information about and online ordering for books
and other resources for health professionals and
people with diabetes.

• Information about and online ordering for mem-
bership in the Professional Section of the Ameri-
can Diabetes Association.

t Links to other diabetes sites on the Internet,
including newsgroups and World Wide Web
pages.

• A professional-to-professional forum for dis-
cussing articles in Association publications and
other issues in diabetes research and treatment.
(This service is available only to Professional
Section members of the American Diabetes
Association.)



For Your Patients...

DIABETES
What to Know
Head to Toe

NOVEMBER
is NATIONAL

DIABETES
MONTH

Help your patients understand the basics of diabetes control:

• Monitoring blood sugar

• Watching diet and exercise

• Reminding them to take care of their eyes and feet

• And, motivate them to be the center of the health care team

For you, the American Diabetes Association can put the latest in diabetes
management and treatment available at your fingertips. For your patients,
we have a new brochure with the first crucial steps to managing this disease
called "DIABETES. What to Know: Head to Toe."

So grab the phone. Call the American Diabetes Association now.

•JATiOXAM, DIABETES .".1OXTB US SFtPXS&nE® BY:

MEDISENSE* Cary's-
SUGAR FREE

SYRUP

,<££> tJami
NUTRITION & WELLNESS

A
a program of

American
Diabetes
Association



The Simple Truth About Blood Glucose Monitoring

In the real world,

your patients need to get a true
blood glucose value,

not just a number

The truth is, all blood glucose

monitors are accurate under labo-

ratory testing conditions. But in the

real world, many factors can alter

readings and affect accuracy.

Which means your patients may

not really be achieving tight blood

glucose control. And they may

not even know it.

Readings can be affected by

everyday things such as dried

blood and dirt collecting on the

optical window, and bright light

overwhelming the photometric sys-

tem. Humidity or a simple touch

can degrade test strip reagents.

In addition, an inadequate blood

sample can produce a significantly

lowered reading. More importantly,

test accuracy may be compro-

mised by interactions with drugs,

vitamins and other substances

present in the body.

But with the advanced biosensor

technology of the Precision OI»D™

Blood Glucose System, your

patients can achieve accurate

blood glucose values while testing

at home by eliminating common

test errors.* The Precision OI*D

Monitor requires no cleaning, and

its sensors are unaffected by

bright light. Each MICROFLO™test

strip reagent pad is protected from

degradation caused by humidity"

or touching.

It requires only a 5ul blood sample.

If needed, a second drop of blood

may be added to the test strip to

accurately complete a test. In addi-

tion, the unique MICROFLO™ test

strips make Precision OI*D the

only system that automatically com-

pensates for the effects of drugs,

vitamins and other substances.*

The Precision OI»D Blood Glucose

System, with individually foil

wrapped test strips, provides true,

accurate readings in the real world,

not just in the laboratory. And

when it comes to your patients

and their blood glucose control,

that can make all the difference

in the world.

For detailed information on

advanced biosensor technology,

the Precision CH«D System, and

the importance of real accuracy in

the real world contact us at

1-800-527-3339.

mMEDISENSE
An Abbott Laboratories Company

'Velazquez F. Blood Glucose Monitoring: Achieving Accuracy in the Real World. Boston University Medical Center Hospital, Boston, MA,
evaluates common test errors such as dried blood, bright light, humidity and touch, ©1996 MediSense, Inc.

"Foil wrapped test strips
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Say hello to an insulin

delivery system that's

small enough to fit in

your patients' pockets,

and big enough to change

their lives.

Simple. Quick. Discreet.

Solid and sleek. The

NovoPen® 1.5 System is changing

lives. Most patients surveyed

reported that the pen makes it easier

to comply with their insulin regimen.

They say it's more accurate than

the vial and syringe. And the

NovoFine®30 disposable needle

may ease the pain.

Preparing the pen is easy. Then,

dial the dose. Insert the needle.

70% NPH, Human Insulin Isophane Suspension and 30% Regular,
Human Insulin Injection (recombinant DNA origin), 1.5 mL cartridge

TO BE USED ONLY WITH

Push the button.

The NovoPen 1.5

insulin pen should only

be filled with Novolin®

PenFill® cartridges that

come in a variety of

formulations -Novolin®

N, R, or 70/30 human

insulin (recombinant DNA origin).

Every day the NovoPen 1.5

System changes lives. Give your

patients the chance to change

theirs.

Now, for a limited time, your

patients can receive a free

NovoPen 1.5 insulin pen. For

complete information, just call

1-800-727-6500 and say hello.

NovoFines 30 Disposable Needle,
30 gauge x 1/3" (8 mm)

NOVO NORDISK PRODUCTS

NovoPen J.5
I n s u l i n D e l i v e r y S y s t e m

we in ns ever oeet

WARNING; ANY CHANGE IN INSULIN SHOULD BE MADE CAUTIOUSLY AND ONLY UNDER MEDICAL SUPERVISION.
©1996 Novo Nordisk Pharmaceuticals Inc. Novolin=j NovoPeru, PenFilU, and NovoFines are trademarks of Novo Nordisk A/S. 680-96 Printed in the U.S.A.



Carbohydrate Counting is Here!
JJ

:JjJ:J

arbohydrate Counting is a new

diabetes meal planning approach

tound to be effective during the

Diabetes Control and Complications

Trial (DCCT). Studies have proven that

earbohydrate(CHO) intake is the main

factor affecting blood glucose, and that

although they vary in nutritixe value, all

carbohydrates have nearly equal impact

on blood sugar. Therefore, emphasis is

placed on the total amount of CHO con-

sumed, rather than the type.

Carbohydrate Counting gives patients

more food choices and greater meal

planning flexibility. And because it

offers a more precise matching of food,

activity, and medication, it can lead to

improved blood glucose control.

Order Toil-Free

(232-6733)

or fax your order to:
770/442-9742

three Levels Let You Individualize Teaching
Copublished by the American Diabetes Association and The American Dietetic

Association, these Carbohydrate Counting booklets are available at three levels

of complexity (see below) to help you meet the varied needs of your patients.

Each package includes 10 booklets and accompanying professional information.

Moving On
(Level 2);
Patients learn to
identify and
interpret patterns
in their blood glu-
cose levels based on
their food intake,
medication, and
physical activity
(known as pattern

management). Intended for any patient who has
mastered the basics of carbohydrate counting.
#CCCL2
Nonmember: $18.00; Member: $15.00

Introduces the
concepts of carbo-
hydrate counting.
Patients will learn
which foods
contain carbohy-
drates and how to
consume consistent

amounts on a daily basis. Intended for all
diabetes patients (IDDM, NIDDM, or GDM).
#CCCL1
Nonmember: $18.00; Member: $15.00

Insulin Ratios

Building on the skills
taught in levels 1 and
2, it teaches patients
to adjust insulin for
changes in food or
physical activity using
a ratio of carbohy-
drate intake to insulin dosage. Intended for
patients on intensive insulin management

Sample Pack
Includes one copy of each

booklet and the professional
guide. #CCCSP

Nonmember: $6.00
Member: $5.00

(multiple daily injections or insulin pump) who
have mastered insulin adjustment and supple-
mentation. #CCCL3
Nonmember: $18.00; Member: $15.00

LJ 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

Ship To

First Name Middle Initial Last Name

Address

City/State/Zip

Phone Member #

Shipping & Handling Publications Subtotal $
up to $30.00 add $3.00 VAResidents add 4.5% tax $
$30.01~$50.00 add $4.00 G A Residents add 6% tax $
over $50.00 add 8% Shipping & Handling (see chart) $

Total Due $

Allow 2-3 weeks for shipment. Add $3 for each additional shipping address. Add $15 for each
address outside the U.S. Foreign orders must be paid in US funds, drawn on a US bank.

P29CA6

• Payment enclosed (check or money order)
Charge my: Q VISA • MC
Account Number:

• AMEX

Signature:
Mail to: American Diabetes Association

Order Fulfillment Department
P.O. Box 930850
Atlanta, GA 31193-0850

. Exp. Date: L

American
Diabetes
Association
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NOW a proven adjunct to diet and exercise
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A first-line, first-choice sulfonylurea

INSULIN-SPARING
GLUCOSE CONTROL

Amaryl binds to a different part of
the sulfonylurea receptor complex1*2*—
the clinical relevance of this mechanism
has not been established

Amaryl provides sustained blood
glucose control even in patients with
higher levels of HbAic (glycosylated
hemoglobin)3

Amaryl is insulin sparing—controls
glucose without clinically meaningful
increases in fasting insulin

Amaryl is indicated for both mono-
therapy and second-line combination
use with insulin*

Favorable safety profile-most
common adverse reactions (>1%)
include dizziness (1.7%), asthenia
(1.6%), headache (1.5%), nausea
(1.1%), and hypoglycemia (0.9% to
1.7%), as documented by glucose values
<60 mg/dL

Proven 24-hour control with once-daily
dosing

*Data derived from predinical animal model.
The mechanism by which sulfonylureas
lower blood glucose during long-term use
has not been clearly established.

^Combined use of Amaryl and insulin may
increase the potential for hypoglycemia.

Please see brief summary of prescribing
information on last page of this advertisement.



Amaryl
g l i m e p i r i d e TABLETS

1, 2, and4mg
Brief Summary
Drug Interactions
The hypoglycemic action of sulfonylureas may be potentiated by certain drugs, including nonsteroidal
anti-inflammatory drugs and other drugs that are highly protein bound, such as salicylates, sulfonamides,
chloramphenicol, coumarins, probenecid, monoamine oxidase inhibitors, and beta adrenergic blocking
agents.

Certain drugs tend to produce hyperglycemia and may lead to loss of control. These drugs include the
thiazides and other diuretics, corticosteroids, phenothiazines, thyroid products, estrogens, oral
contraceptives, phenytoin, nicotinic acid, sympathomimetics, 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. Potential interactions of glimepiride with other drugs
metabolized by cytochrome P450 II C9 also include phenytoin, diclofenac, ibuprofen, naproxen, and
mefenamic acid.

Although no specific interaction studies were performed, pooled data from clinical trials showed no
evidence of clinically significant adverse interactions with uncontrolled concurrent administration of
calcium-channel blockers, estrogens, fibrates, NSAIDs, HMG CoA reductase inhibitors, sulfonamides,
or thyroid hormone.
INDICATIONS AND USAGE
AMARYL is indicated as an adjunct to diet and exercise to lower the blood glucose in patients with
noninsulin-dependent (Type II) diabetes mellitus (NIDDM) whose hyperglycemia cannot be controlled by
diet and exercise alone.

AMARYL is also indicated for use in combination with insulin to lower blood glucose in patients whose
hyperglycemia cannot be controlled by diet and exercise in conjunction with an oral hypoglycemic agent.
Combined use of glimepiride and insulin may increase the potential for hypoglycemia.
CONTRAINDICATIONS
AMARYL is contraindicated in patients with

1. Known hypersensitivity to the drug.
2. Diabetic ketoacidosis, with or without coma. This condition should be treated with insulin.

WARNINGS

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.
PRECAUTIONS
General

Hypoglycemia: All sulfonylurea drugs are capable of producing severe hypoglycemia. Patients with
impaired renal function may be more sensitive to the glucose-lowering effect of AMARYL. A starting dose
of 1 mg once daily followed by appropriate dose titration is recommended in those patients. Debilitated or
malnourished patients, and those with adrenal, pituitary, or hepatic 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 add insulin in combination with AMARYL or even use insulin monotherapy. Should
secondary failure occur with AMARYL monotherapy, AMARYL-insulin combination therapy may be
instituted. Combined use of glimepiride and insulin may increase the potential for hypoglycemia.
Information for Patients
Patients should be informed of the potential risks and advantages of AMARYL and of alternative modes
of therapy. They should also be informed about the importance of adherence to dietary instructions, of a
regular exercise program, and of regular testing of 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. The potential for primary
and secondary failure should also be explained.
Laboratory Tests
Fasting blood glucose should be monitored periodically to determine therapeutic response. Glycosylated
hemoglobin should also be monitored, usually every 3 to 6 months, to more precisely assess long-term
glycemic control.
Carcinogenesis, Mutagenesis, and Impairment of Fertility
Studies in rats at doses of up to 5000 ppm in complete feed (approximately 340 times the maximum
recommended human dose, based on surface area) for 30 months showed no evidence of carcinogenesis.
In mice, administration of glimepiride for 24 months resulted in an increase in benign pancreatic adenoma
formation which was dose related and is thought to be the result of chronic pancreatic stimulation. The
no-effect dose for adenoma formation in mice in this study was 320 ppm in complete feed, or 46-54 mg/kg
body weight/day. This is about 35 times the maximum human recommended dose of 8 mg once daily
based on surface area.

Glimepiride was non-mutagenic in a battery of in vitro and in vivo mutagenicity studies (Ames test,
somatic cell mutation, chromosomal aberration, unscheduled DNA synthesis, mouse micronucleus test).

There was no effect of glimepiride on male mouse fertility in animals exposed up to 2500 mg/kg body
weight (>1,700 times the maximum recommended human dose based on surface area). Glimepiride had
no effect on the fertility of male and female rats administered up to 4000 mg/kg body weight
(approximately 4,000 times the maximum recommended human dose based on surface area).
Pregnancy
Teratogenic Effects
Pregnancy Category C. Glimepiride did not produce teratogenic effects in rats exposed orally up to 4000
mg/kg body weight (approximately 4,000 times the maximum recommended human dose based on
surface area) or in rabbits exposed up to 32 mg/kg body weight (approximately 60 times the maximum
recommended human dose based on surface area). Glimepiride has been shown to be associated with
intrauterine fetal death in rats when given in doses as low as 50 times the human dose based on surface
area and in rabbits when given in doses as low as 0.1 times the human dose based on surface area. This
fetotoxicity, observed only at doses inducing maternal hypoglycemia, has been similarly noted with other
sulfonylureas, and is believed to be directly related to the pharmacologic (hypoglycemic) action of
glimepiride.

There are no adequate and well-controlled studies in pregnant women. On the basis of results from
animal studies, AMARYL should not be used during pregnancy. Many experts recommend that insulin be
used during pregnancy to maintain glucose levels as close to normal as possible.
Nonteratogenic Effects
In some studies in rats, offspring of dams exposed to high levels of glimepiride during pregnancy and
lactation developed skeletal deformities consisting of shortening, thickening, and bending of the humerus
during the postnatal period. Significant concentrations of glimepiride were observed in the serum and
breast milk of the dams as well as in the serum of the pups. These skeletal deformations were determined
to be the result of nursing from mothers exposed to glimepiride.

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. Patients who are planning a pregnancy should consult their
physician, and it is recommended that they change over to insulin for the entire course of pregnancy and
lactation.
Nursing Mothers
In rat reproduction studies, significant concentrations of glimepiride were observed in the serum and
breast milk of the dams, as well as in the serum of the pups. Although it is not known whether AMARYL
is excreted in human milk, other sulfonylureas are excreted in human milk. AMARYL should be
discontinued in nursing mothers. If AMARYL is discontinued, and if diet and exercise alone are
inadequate for controlling blood glucose, insulin therapy should be considered. (See above Pregnancy,
Nonteratogenic Effects)
Pediatric Use
Safety and effectiveness in pediatric patients have not been established.
ADVERSE REACTIONS
The incidence of hypoglycemia with AMARYL, as documented by blood glucose values <60 mg/dL,
ranged from 0.9-1.7% in two large, well-controlled, 1-year studies. (See WARNINGS and PRECAUTIONS)

AMARYL has been evaluated for safety in 2,013 patients in US controlled trials, and in 1,551 patients in
foreign controlled trials. More than 1,650 of these patients were treated for at least 1 year.

Adverse events, other than hypoglycemia, considered to be possibly or probably related to study drug
that occurred in US placebo-controlled trials in more than 1 % of patients treated with AMARYL are shown
below.

Adverse Events Occurring in > 1 % AMARYL Patients
AMARYL Placebo

Total Treated
Dizziness
Asthenia
Headache
Nausea

No.
746
13
12
11
8

%
100
1.7
1.6
1.5
1.1

No.
294

1
3
4
0

%
100
0.3
1.0
1.4
0.0

Gastrointestinal Reactions
Vomiting, gastrointestinal pain, and diarrhea have been reported, but the incidence in placebo-controlled
trials was less than 1%. Isolated transaminase elevations have been reported. Cholestatic jaundice has
been reported to occur rarely with sulfonylureas.
Dermatologic Reactions
Allergic skin reactions, e.g., pruritus, erythema, urticaria, and morbilliform or maculopapular eruptions,
occur in less than 1 % of treated patients. These may be transient and may disappear despite continued
use of AMARYL; if skin reactions persist, the drug should be discontinued. Porphyria cutanea tarda and
photosensitivity reactions have been reported with sulfonylureas.
Hematologic Reactions
Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia, and pancytopenia
have been reported with sulfonylureas.
Metabolic Reactions
Hepatic porphyria reactions and disulfiram-like reactions have been reported with sulfonylureas; however,
no cases have yet been reported with AMARYL. Cases of hyponatremia have been reported with
glimepiride and all other sulfonylureas, most often in patients who are on other medications or have
medical conditions known to cause hyponatremia or increase release of antidiuretic hormone. The
syndrome of inappropriate antidiuretic hormone (SIADH) secretion has been reported with certain other
sulfonylureas, and it has been suggested that these sulfonylureas may augment the peripheral
(antidiuretic) action of ADH and/or increase release of ADH.
Other Reactions
Changes in accommodation and/or blurred vision may occur with the use of AMARYL. This is thought to
be due to changes in blood glucose, and may be more pronounced when treatment is initiated. This
condition is also seen in untreated diabetic patients, and may actually be reduced by treatment. In
placebo-controlled trials of AMARYL, the incidence of blurred vision was placebo, 0.7%, and AMARYL, 0.4%.
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 a rapid intravenous injection of concentrated
(50%) glucose solution. This should be followed by a continuous infusion of a more dilute (10%) glucose
solution at a rate that will maintain the blood glucose at a level above 100 mg/dL. Patients should be
closely monitored for a minimum of 24 to 48 hours, because hypoglycemia may recur after apparent
clinical recovery.
DOSAGE AND ADMINISTRATION
There is no fixed dosage regimen for the management of diabetes mellitus with AMARYL or any other
hypoglycemic agent.
Usual Starting Dose
The usual starting dose of AMARYL as initial therapy is 1-2 mg once daily, administered with breakfast or
the first main meal. Those patients who may be more sensitive to hypoglycemic drugs should be started
at 1 mg once daily, and should be titrated carefully. (See PRECAUTIONS Section for patients at increased risk).

No exact dosage relationship exists between AMARYL and the other oral hypoglycemic agents. The
maximum starting dose of AMARYL should be no more than 2 mg.

Failure to follow an appropriate dosage regimen may precipitate hypoglycemia. Patients who do not
adhere to their prescribed dietary and drug regimen are more prone to exhibit unsatisfactory response to
therapy.
Usual Maintenance Dose
The usual maintenance dose is 1 to 4 mg once daily. The maximum recommended dose is 8 mg once
daily. After reaching a dose of 2 mg, dosage increases should be made in increments of no more than 2
mg at 1-2 week intervals based upon the patient's blood glucose response. Long-term efficacy should be
monitored by measurement of HbA1 c levels, for example, every 3 to 6 months.
AMARYL0-Insulin Combination Therapy
Combination therapy with AMARYL and insulin may be used in secondary failure patients. The fasting
glucose level for instituting combination therapy is in the range of >150 mg/dL in plasma or serum
depending on the patient. The recommended AMARYL dose is 8 mg once daily administered with the first
main meal. After starting with low-dose insulin, upward adjustments of insulin can be done approximately
weekly as guided by frequent measurements of fasting blood glucose. Once stable, combination-therapy
patients should monitor their capillary blood glucose on an ongoing basis, preferably daily. Periodic
adjustments of insulin may also be necessary during maintenance as guided by glucose and HbA1c levels.
Specific Patient Populations
AMARYL is not recommended for use in pregnancy, nursing mothers, or children. In elderly, debilitated,
or malnourished patients, or in patients with renal or hepatic insufficiency, the initial dosing, dose
increments, and maintenance dosage should be conservative to avoid hypoglycemic reactions (See
PRECAUTIONS, General).

IHOECHST-ROUSSEL
I Pharmaceuticals Incorporated
I Somerville, NJ 08876-1258

922100-10/95

References: 1. Kramer W, Miiller C, Girbig F, et al. Differential interaction of glimepiride and
glibenclamide with the p-cell sulfonylurea receptor: II. photoaffinity labeling of a 65 kDa
protein bv [3H]glimepiride. Biochim Biophys Ada. 1994,1191:278-290. 2. Miiller C, Hartz D,
Punter J, Okonomopulos R, Kramer W. Differential interaction of glimepiride and glibenclamide
with the p-cell sulfonylurea receptor: I. binding characteristics. Biochim Biophys Ada. 1994;
1191:267-277. 3. Data on file, Hoechst Marion Roussel.

96294601/1628M6 (3 1996, Hoechst Marion Roussel, Inc.

Hoechst Marion Roussel

Hoechst Marion Roussel, Inc. • Kansas City, MO 64134
A member of the Hoechst Group

Hoechst



The high-carbohydrate content of standard
nutritional formulas can contribute to higher
blood glucose levels.
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The low-carbohydrate content of
GLUCERNA® was specifically designed
to enhance blood glucose control.
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Glucose response to a standard 1 Cal/mL nutritional
formula in type I diabetes.1
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Gucose response to GLUCERNA in type I diabetes.1

GLUCERNA
Specialized Nutrition With Fiber
For Patients With Abnormal Glucose Tolerance

The only nutritional formula
proven to enhance glucose
control in type I and type II
diabetes mellttus and stress-
induced hyperglycemia.

GLUCERNA Is complete,
balanced nutrition for patients
with diabetes. For oral or tube
feeding. Pleasant vanilla flavor.

K»r«MM<iMl
call tol*ft«e I -800-544-7

1. Peters AL, Davidson MB, Isaac RM: Lack of glucose elevation after simulated tube
feeding with a low-carbohydrate, high-fat enteral formula in patients with type I
diabetes. AmJ Mod 1989:87:178-182.

2. Peters AL, Davidson MB: Effects of various enteral feeding products on
postprandial blood glucose response in patients with type I diabetes. JPEN
1992:16:69-74. » - » • - • - " ~

3. Galkowski J, Sflverstone FA, Brad M. Isaac RM: Use of a low carbohydrate with
fiber enteral formula as a snack for elderly patients with type 2 diabetes (abstract).
CHn fles1989;37:89A.

4. Hartey JR, Pohl SL, Isaac RM: Low carbohydrate with fiber versus high
carbohydrate without fiber enteral formulas: Effect on blood glucose excursion in
patients with type II diabetes (abstract). CHn Res 1989;37:141 A.

5. Grahm TW, Harrington TR, Isaac RM: Low carbohydrate (CHO) with fiber enteral
formula impedes development of hyperglycemia in patients with acute head injury
(abstract). Cfln fles1989;37:138A.

From Ross Laboratories, makers of
ENSURE* Complete, Balanced Nutrition1

RO88 PRODUCTS DIVISION
ABBOTT LABORATORIES
COLUMBUS, OHIO 43815-1724



Diabetes Care:
Moving into the 21st Century

American Diabetes Association's
44th Annual Advanced
Postgraduate Course
January 17-19,1997
New Orleans Hilton Riverside Hotel
New Orleans, Louisiana

FRIDAY, JANUARY 17
General Session I: Research to
Clinical Management: Insights for Diabetes Care
New Techniques in the Diagnosis of Vascular Disease

Controversies in the Treatment of Hypertension
Oxidants and Antioxidant Therapy in the Prevention and
Treatment of Diabetes Mellitus

Immune Markers and the Risk for Type I Diabetes

Insulin Action at the Cellular Level-Clinical Implications

Concurrent General Session II-A:
Endocrinology Issues

Treatment Options for Osteoporosis

Pharmacologic Treatment of Impotence

Mineralocorticoids and Hypertension

Endocrinology of Prostate Disease

Concurrent General Session II-B:
Diabetes and the Older Adult

Assessment of the Older Adult

Treatment and Management of Diabetes in
the Older Adult

Psycho-Social Aspects of Diabetes in the Older Adult

Special Issues and Clinical Implications

SATURDAY, JANUARY 18
General Session III: Diabetes Care in the Future
Defining Quality Care in a Managed Care Organization

Ensuring Quality Diabetes Care - Review of the ADA's
Provider Recognition Program

Update on Medicare Diabetes Quality
Improvement Project



New Pharmacologic Treatment Options for Diabetes

Update on Implantable Pumps

Concurrent Workshops:

Models of Health Care Delivery

Clinical Practice in the Age of Computers

New Nutrition Tools: Facilitating Lifestyle Change,
The First Steps in Diabetes Meal Planning and Single
Topic Resources

Insulin Pumps: What's New in Patient Management?

Behavior Modification: Maintaining Patient/
Provider Agreement

Treatment Issues in Children and Adolescents

Intensifying Therapy for Type II Patients

SUNDAY, JANUARY 19
General Session IV: Obesity - What's New in
Treatment and Management?
Physiology of Body Weight Regulation

Effective Communication Strategies for Implementing
Lifestyle Behavior Change

Pharmacologic and Non-Pharmacologic Treatments
of Obesity

oin us in New Orleans for innovative sessions of
interest to all health-care professionals in the field
of diabetes. This year's program highlights new

information on topics and issues related to: diabetes care
now and in the future; endocrinology issues; diabetes and
the older adult; and treatment and management of
obesity in patients with diabetes. Lecture presentations
and interactive workshops promise to provide a reward-
ing educational opportunity for attendees.

Christened on the banks of a great river, New Orleans
celebrates its heritage year 'round. The fun ranges from
its fanciful street parades and formal balls of Mardi Gras
to the jubilant Jazz and Heritage Festival, from the Cajun
restaurants to Victorian mansions and plantation homes.

Through its years of growth, New Orleans has not forgot-
ten its European legacy, nor abandoned the flavor of the
old South. The French Quarter retains its charm, the
ante-bellum splendor still lingers in the Garden District
and the famous Cabildo, where Thomas Jefferson signed
the Louisiana Purchase, still overlooks the Jackson Square.

* . ;« .
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ADA Clinical Iducatlon Series on CD-ROM

The 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 11 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: $124.95; Member: $99.95

An all-inclusive "how to" manual

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 inten-

sive 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

#PMJDM • Nonmember: $37.50; Member: $29.95

The Health Professional's Guide to Diabetes
and Exercise

The first comprehensive guide to prescribing exercise as a therapy in man-

aging diabetes. 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 compli-

ance 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

To order, call ^<&<3!/XM\<®[$.tyi$
or send in the coupon below:

• 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. Ship To

Item # Item Name Qty Unit Price Total First Name Middle Initial Last Name

Address

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

Publications Subtotal $_
m 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.

City/State/Zip

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

Mail to: American Diabetes Association
Order Fulfillment Department
P.O. Box 930850
Atlanta, GA 31193-0850
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