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Significant decrease in glycosylated
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Glucotrol XL

5 mg GITS

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
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Incidence of hypoglyeemia 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 hypoglyeemia. None of the patients required
hospitalization. In the controversial UGDP study, there have been reports of
increased cardiovascular risk associated with hypoglycemic therapy.1

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

Glucotrol XL
i) mi; in 44)

Glucotrol XL" (glipizide) extended release tablets and immediate-iekvisc
glipizide were compared in a 16-week, multicenter, open-lattol, 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

Immediate release

Glucotrol XL 20 mg qd or immediate-release glipi/ide 10 mg bid WP.W
studied in a 5-day, open, randomized, multiple-dose, two-way, ciossover
study of 20 male patients with NiDDM. Mean glipizide concentration time
profiles on day 5 are shown.1

When diet alone fails in NIDDM.,

^m m ONCE DAILY'_*_ m m^V"ClucotrolJCL
(glipizide) extended release

Tablets 5mg and 10 mg CITSf

As with all sulfonylureas, hypoglyeemia 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

Most patients will
be controlled with
5 mg or 10 mg
taken once daily

Some patients may require up
to the maximum
recommended , ^
daily dose of j ^
20 mg "* 0
once daily

Reference: 1 . Data on file.

Brief Summary of Prescribing Information

INDICATIONS 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 A1C may
be useful.
Information tor 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,
chloramphenicol, 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 Diflucan^ (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%).
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 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.
Nonteratogenlc 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 -10.1% 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-delormable 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 porphyria and disulfiram-like reactions have been reported with sulfonylureas. In the mouse,
glipizide pretreatment did not cause an accumulation of acetaldehyde 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 lindings 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 A,c level measured at
three month intervals is the preferred means of monitoring response to therapy.

Hemoglobin A,c 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 A1C 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 too 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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They say the simple things in life are best. That's especially
true when it comes to blood glucose monitoring. And that's
why LifeScan offers two ways to make
monitoring simple for your patients.

The ONE TOUCH00 BASIC00 System
is the value-priced meter for your
patients who simply want an accurate
reading quickly and easily.

The ONE TOUCH00 Profile1" System takes simple monitoring
a step further for patients who want complete diabetes
management features such as automatic averages for a
convenient overview of how the patient is doing, event labeling

PRESS POWER, APPLY SAMPLE.
MO WIPING. NO TIMING.

for flagging various test results, and insulin dosage recording.
Whichever ONE TOUCH" Brand System you recommend,

you (and your patients) can count
on LifeScan's around-the-clock
service and support network." And by
encouraging the use of Genuine
ONE TOUCH' Test Strips, you ensure
system accuracy.

Recommend the brand that's recommended most by

physicians and diabetes educators. ONE TOUCH Brand
Systems. And offer a simple solution to your patients' most
basic needs.

ACCURATE RESULTS IN
45 SECONDS.

MY NEEDS ARE BASIC.
WHAT I WANT MOST

IN A MONITORING SYSTEM
IS SIMPLICITY

For diabetes and life.

01995 LifeScan Inc. Mllpitas. California iKltfS

°The Health Care Professional Hotline supports you 1-i hours a day, 7 da\s a vurk Call 1 fittl) <\-i ".;.;ii. c\t. .V'10



Don't let the wrong nutritional formula
interfere with glucose control*

The high-carbohydrate content of standard
nutritional formulas can contribute to higher
blood glucose levels.
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The low-carbohydrate content of
GLUCERN A® 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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Qucose 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 mellltus and stress-
induced hyperglycemla.5

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

1. Peters AL. Davidson MB, Isaac RM:Uckof glucose elevation after simulated tube
feeding with a low-cart»hydrate, high-fat enteral formula In patients with type I
diabetes. 4m J/Vted 1989*7:178-182.

2. Peters AL, Davidson MB: Effects of various enteral feeding products on
postprarK^I Wood glucose response In patents with type I diabetes. JPEN
1992:16:69-74.

3. GaltowsklJ.SHverstoneFA.BrodM, lsaacRM:Useofatowcart»hydratewrth
fiber enteral tormute as a snack for elderly patients with type 2 diabetes (abstract).
C#nfles1980;37:89A.

4. HarleyJR, PohlSU Isaac RM: Lew carbohydrate with ftoer versus high
carbohydrate without ftoer enteral formutas: Effect on blood glucose excursion in
patients with type II diabetes (abstract). Cfciflw 1989^7:141 A.

5. GrahmTW, Harrington TR, Isaac RM:Low carbohydrate (CHO) with fiber enteral
formula Impedes development of hyperpjycemia In patients wtth acute head injury
(abstract). C/OT ftes 1989^7:138A.

From Ross Laboratories, makers of
ENSURE* Complete, Balanced Nutrition™
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ROSS PRODUCTS DIVISION
ABBOTT LABORATORIES
COLUMBUS. OHIO 43815-1784 JC6S



your patients only injec
this much insulin-

use a syringe that injects
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The E H 3/ lOcc Insulin Syringe
with the ULTRAFINE" Needle

is the right size for your patients
who inject smaller doses.

Easier to read, hold, inject
1. The B-D 3/10cc Insulin Syringe with the ULTRA-FINE7

Needle has the big bold unit markings that let your
patients measure dosage with greater accuracy.

2. The single unit markings are extra wide so it's easy
to read.

3. It is smaller, easier to handle.

4. The ultra-comfortable needle is the breakthrough
B-D ULTRA-FINE™.. the best there is.
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All Roads Lead to
The Emerald City and

AACE '96
May 1-5

Fifth Annual Meeting & Clinical Congress of the
American Association of Clinical Endocrinologists

Washington State Convention and Trade Center
Seattle, Washington

"Endocrinology: A Vision into the 21st Century" will offer...
A futuristic look at the practice of endocrinology featuring

educational workshops on thyroid diseases, diabetes, osteoporosis,
and reproductive and pediatric clinical areas.

Qualifies for up to 28.5 hrs. of Category 1 CME credit
of the AMA Physician Recognition Award

Call AACE at 904-353-7878, FAX 904-353-8185 or access the
AACE On-Line home page (http:/ / WWW.AACE.COM) for more details.

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

American Diabetes
Non-Member Association Member

1/4 Page
1/8 Page

$595
$315

$435
$225

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 x2086 or (703) 299-2086
or FAX to (703) 683-2890.



GLUCOPHAGE
(METFORMIN HYDROCHLORIDE TABLETS)soo

BOUND FOR EFFICACY
AND SECONDARY BENEFITS.
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Please see brief summary of prescribing
information, including the boxed
WARNING regarding Lactic Acidosis,
on the last page of this advertisement.



IN NIDDM*

BYPASS THE PANCREAS WITH

GLUCOPHAGE
lowers bilood glucose
levels without
stimulating msulin
secretion !

No effect on pancreatic beta cells
or Insulin secretion.1

GLUCOPHAGE is
highly effective first-
ne -irug the rap

Significantly decreases fasting
plasma glucose (FPG) when used
as an adjunct to diet.2

Mean difference in FPG compared
with 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.2-3



DIRECT ANTIHYPERGLYCEMIC ACTION.

delivers i^porta^?:
secondary h^nefte.-

Does not cause hyperinsulinemia.

Does not produce hypoglycemia.

Helps keep weight from increasing.

Has modest, favorable effects
on lipids.
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Combining GLUCOPHAGE
and a sulfonylurea with diet
lowers FPG significantly more
than monotherapy.2

Mean difference in FPG compared
with 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) plus dietary intervention had failed to
provide adequate control. Average dosage of
GLUCOPHAGE was 2,050 mg/day as monotherapy
and 1,894 mg/day in combination."
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(METFORMIN HYDROCHLORIDE TABLETS)5oo

W
Please see brief summary of prescribing information, including the
boxed W A R N I N G regarding Lactic Acidosis, on the last page

v$f this advertisement.
j-^on^njulin-dependentdiabetes mellitus (type II).



IN NIDDM

ESTABLISHED SAFETY
AND BID DOSING.

Safety established in over
3 million patient-years of
experience,4

Mild and transient Gl side effects are most

Appropriate patient selection

common.
Diarrhea, nausea, vomiting, bloating, or
flatulence may occur, especially during
initiation of GLUCOPHAGE.
• Approximately 30% more frequent than with

placebo.1

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

Rare occu r rence of lacm.
acidosis, a sierioi j ' . *:cr;\<Utu:r->.

Approximately 0.03 cases per 1,000
patient-years reported worldwide.1

• 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 cardio-
vascular risk with oral antidiabetics.

Contraindicated in patients with renal
disease 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
pregnant women.

!>00 ?v'ie b id w* th
g dosage:

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.

/A :. ccs :x: :• ss ;̂  w :: v :c /A a

* X IT -si

i; :.i M A

(METFORMIN HYDROCHLORDE TABLETS)soo

I .GLUCOPHAGE Packaf* Insart. 2. Data on file, Bristol-Myers Squibb Company. 3. DeFronzo RA, Goodman A, and th« MuWcenter
Mttformin Studf Group: Efficacy of metfbrmin in patients with non-insulin-dependent diabetes mellitus. N Engl] Med 333(9):541 -549,1995.4. Sirtori
CR. Pasik C Re-evaluation of a biguanide, metformin: mechanism of action and toterability. Pharmacol Res 30(3): 187-228,1994.
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boxed WARNING regarding Lactic Acidosis, on the last page
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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], 51.4 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
hypnrsensitivity 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
metformin 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 number of pathophyslologic conditions, including dia-
betes mellltus, and wheneverthere 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
KLUCOPHAGE 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
liepatlc 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-
fnrmin hydrochloride on lactate metabolism. In addition, GLUCOPHAGE should be temporarily discontinued prior
to any Intravascular radlocontrast 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 bradyarrhythmlas 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
aoldosls lacking evidence of ketoacidosis (ketonurla 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 be discontinued immediately and general supportive measures promptly instituted. Because metformin
hydrochloride Is dlalyzable (with a clearance of up to 170 mL/mln under good hemodynamic conditions), prompt
hemodialysis is recommended to correct the acidosis and remove the accumulated metformin. Such
management often results In prompt reversal of symptoms and recovery. (See also CONTRAINDICATIONS and
PRECAUTIONS).

SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration of oral antldlabetlc
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 of renal function—GLUCOPHAGE is knovyn 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
GUICOPHAGE. In patients with advanced age, GLUCOPHAGE should be carefully titrated to establish the minimum
doso 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
imp;\irmenUspKsenl~Useof concomitant medicationsthatmayaffectrenallunctlonormetformlndisposition
• •Concomitant medicationfs) 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
Driiy Interactions), should be used with caution.—Radiologic studies Involving the use of Iodinated contrast mate-
rials (lor example, Intravenous urogram, Intravenous cholanglography, angtography, 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—Alcohol 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 fl« 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 B1? 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 isadvised in patientson 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 B1? measurements at two- to three-year inter-
vals may be useful.—Change In clinicalstatus ofpreviouslycontrolleddiabetic—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 hypogtycemic effects. Hypoglycemia may
be difficult to recognize in the elderly, and in people who are taking beta-adrenergic blocking drugs.—Loss of control
ofblondglucose-~\Nhen 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
GIUCOPHAGt 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
nionnthcrapy, combined therapy with GLUCOPHAGEand sulfonylurea may result in a response. Should secondary fail-
ure 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 lic;natologic 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 othernonspecificsymptoms occur.
Once a patient is stabilized on any dose level of GLUCOPHAGE, gastrointestinal symptoms, which arc common
during initiation of therapy, are unlikely to be drug related. Later occurrence of gastrointestinal symptoms could ba
due to lactic acidosis or other serious disease. Patients should be counselled against excessive alcohol intake, cither
acute or chronic, while receiving GLUCOPHAGE. GLUCOPHAGE alone does not usually cause hypoglyccmij, although
it may occur when 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 bo
explained to patients. (See Patient Package Insert.)—Laboratory Tests: Response to all diabetic therapies should bo
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 tan be used to determine
the therapeutic response. Thereafter, both glucose and giycosylated 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., hemcglobin/hematocrit and ted blood cell
indices) and renal function (serum creatinine) should be performed, at least on an annual basis. While mcgaloblastic
anemia has rarely been seen with GLUCOPHAGE therapy, if this issuspected, vitamin B,;, deficiency should ba 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^'-'ere observed, but were highly variable. The single-dosu nature of this stuily 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 Glucophagn and Oral Sulfonylurea
Therapy).—Furosemide —A single-dose, metformin-furosemide drug interaction study in healthy subjects demon-
strated that pharmacokinetic parameters of both compounds were affected by co-administration. Furosemida
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 Cmt and AUC of furosemide were 3 1 % and 12%
smaller, respectively, than when administered alone, and the terminal half-life was decreased by 32%, without any
significant change in furosemide renal clearance. Wo information is available about the interaction of mctfoimin and
furosemide when co-administered chronically. — Nitediplne —A single-dose, metformin-nifedipine drug interaction
study in normal healthy volunteers demonstrated that co-administration of nifedipine increased plasma metformin
Cmav and AUC by 20% and 9%, respectively, and increased the amount excreted in the urine. Tm,x and half-lifo 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, quinitline, quinine, ranitidine,
triamterene, trirnethoprim, and vancomycin) that are eliminated by renal tubular secretion theoretically havo 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 and dose adjustment of Gl.UCOPHAGt: 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 glycemic
control. These drugs include thiazide and other diuretics, corticosteroirjs, phenothiazines, thyroid products, estrogens,
oral contraceptives, phenytoin, nicotinicacid, 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 salicylatcs, sulfon-
amides, chloramphenicol, and probenecid, as compared to the sulfonylureas, which ara extensively bound to scrum
proteins. — Carcinogenesls, 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 obsea-ed 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. typhinmium), 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 mstf ormin administration at doses as high as 600 mg/kg/day,
or approximately hvotimes the mawmum recommenderJ human daily doss 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, thcra 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 ba
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.—Pediatrlc Use: Safety and effectiveness in children hava
not been established. Studies in maturity-onset diabetes of theyoung (MODY) hava not been conducted.- • GertatrtcUse:
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 riskofseriousadverse reactions to the drug is greater in patients with impaiied renal function, itshouldonly
be used in patients with normal renal function (see CONTRAINDICATIONS, CLINICAL PHARMACOLOGY, Pharmacoki-
netics). Because aging is associated with reduced renal function, GLUCOPHAGE should ba 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 OVERD0SAGE 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 bo
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 pie-
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 GLUCOPHAGEi 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
placeboforGLUCOPHAGEmonotherapyandtosulfonylureaforGLUCOPHAGE/sulfonylureatherapy.- 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 t iw 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 P levels should be appropriately monitored
or periodic parenteral B,2 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's
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 hydrochlorido tablets). F5-B001A 1/95
GLUCOPHAGE is a registered trademark of LIPHA s.a.
Licensed to Bristol-Myers Squibb Company.
Manufactured by Lipha Pharmaceuticals Ltd., Hitchin, UK.
Distributed by Bristol-Myers Squibb Company, Princeton, I\!J 08543 USA.

| MEDWatch 1 -800-332-1088 available to report serious adverse events for any drug. |

© 1995 Bristol-Myers Squibb Company, Princeton, f\!J F5-K013 Issued: October 1995



EFFECTIVE RESULTS

Overall response to CAVERJECT by clinical evaluation1

Full rigidity
No response or partial response

0

From the open-label, dcse-escalation phase of a multicenter,
randomized, double-blind, placebo-controlled crossover study.
Of 153 patients randomized into the study, 105 patients
completed the dose-ranging phase and entered the self-injection
phase.

72% EFFECTIVE IN OFFICE: 76 of 105
patients titrated to an optimum dose
received at least one evaluation of full
rigidity.*1 Placebo produced no response in
the double-blind arm of the study.1

89% EFFECTIVE AT HOME: In the 4-week
self-injection arm of the study, 91 of 102
patients reported a response to injections at
home.+1 At-home therapy requires proper
training of the patient in self-injection.

EFFECTIVE THERAPY: Intracavernosal
injection therapy with CAVERJECT is
indicated in patients with erectile
dysfunction due to vasculogenic, neurogenic,
psychogenic, or mixed etiology.*12

* Assessments of erection response were recorded at 5,10,15, 30, and
120 minutes after injection.

t Patients previously received self-injection training and titration to an
optimum dose (a dose which induced an erection sufficient for intercourse).
Response was defined as a full or partial erection leading to satisfactory
intercourse.

Because injections may cause a small amount of bleeding at the
injection site, patients should be counseled about the protective measures
necessary to guard against sexually transmitted diseases.

©1996 The Upjohn Company

•Underlying treatable medical causes of erectile dysfunction should
be diagnosed and treated prior to initiating therapy with CAVERJECT.
CAVERJECT is contraindicated in men with known hypersensitivity to
the drug or conditions that might predispose them to priapism, and in
men with penile implants or anatomical deformities of the penis.

§Patients should contact their physician or seek immediate medical
assistance if an erection persists longer than 6 hours.

- In one self-injection clinical study where duration of use was up to
18 months, the incidence of fibrosis was 7.8%.

Please see adjacent page for brief summary of prescribing information.



CAVERJECT
for Erectile Dysfunction

Proven Effective
Pharmacologic Treatment
Regardless of Etiology

SAFETY CONSIDERATIONS

• Dosing should be titrated under physician
supervision to minimize the possibility of
priapism.§

• Mild to moderate penile pain was reported
at least once by 37% of patients in clinical
trials of up to 18-months' duration.

• Among patients reporting pain, not every
injection was associated with it. Of 21,490
injections studied, 11% were pain related.3

• The overall incidence of penile fibrosis
reported in clinical studies was 3%.

The reconstituted vial of CAVERJECT is for single use only. Patients
must properly discard needles after one use and never share them.

HOW SUPPLIED

CAVERJECT is available in a single-dose system
with a self-locking case for safe disposal with

T> a disposable syringe prefilled with diluent

)> a vial of 10 or 20 meg of CAVERJECT Sterile Powder

)> two alcohol swabs

X> a patient instruction leaflet

Sterile
Powder

1 alprostadil for injection
PROVEN EFFECTIVE TREATMENT



caverject
alprostadil for injection

Sterile
Powder

CAVERJECT"' Sterile Powder (brand of alprostadil for injection) For Intracavernosal Use

INDICATIONS AND USAGE: Treatment of erectile dysfunction due to neurogenic, vasculogenic, psychogenic, or
mixed eticlofly; also an adjunct to other diagnostic tests in the diagnosis of erectile dysfunction.
CONTRAINDICATIONS: Known hypersensitivity to the drug; conditions that might predispose the patient to pri-
apism, such as sickle cell anemia or trait, multiple myeloma, or leukemia; anatomical penile deformity, such as
anqulation, cavernosal fibrosis, or Peyronie's disease; and penile implants. Do not use CAVERJECT in women,
children, or newborns or in men who should not engage in sexual activity.
PRECAUTIONS: General Precautions: Priapism (erection lasting over 6 hours) can occur. Instruct the patient to
immedjately report and seek medical assistance lor any erection that lasts longer than 6 hours. Treat priapism
according to established medical practice. Penile fibrosis, including Peyronie's disease, occurred in 3% of
patients in clinical studies (incidence was 7.8% in one i 8-month study). Use regular patient follow-up, with
careful examination of the penis, to detect signs of penile fibrosis. Stop treatment with CAVERJECT in patients
who develop penile angulation, cavernosal fibrosis, or Peyronie's disease. Anticoagulant therapy (such as war-
farin or hepann) may increase the tendency for bleeding after injection. Diapnose and treat underlying treatable
medical causes of erectile dysfunction before starting therapy with CAVERJECT. CAVERJECT combined with
other vasoactiye agents was not systematically studied; the use of such combinations is not recommended.
Instruct the patient not to reuse or share needles or syringes and not to let anyone else use his prescription medi-
cines. Patient Information: Thorough training in self-injection technique is required before CAVERJECT can be
used at home. The dose is established in the physician s office. Carefully follow preparation instructions incjued
with each package of CAVERJECT. Discard vials with precipitates or discoloration. The vial is designed for single
use; therefore, discard the vial and any remaining solution once the proper amount is withdrawn. Properly discard
needle after use; do not reuse or share with others. Do not change the prescribed dose without physician con-
sultation. CAVERJECT should produce an erection in 5 to 20 minutes. Generally, do not exceed an injection fre-
quency of three times per week; separate each use by at least 24 hours. Patients should know the possible side
effects of CAVERJECT and what to do if side effects occur. Patients must return for regular checkups for treat-
ment benefit and safety assessments. Counsel patients about protective measures necessary to guard against
the spread of sexually transmitted diseases, including the human immunodeficiency virus (HIV). The small
amount of injection-site bleeding that can occur in some patients (see ADVERSE REACTIONS) could increase
the risk of transmitting blood-borne diseases between partners. Drug Interactions: In clinical trials, concomitant
use of arrtihypertensive drugs, diuretics, antidiabetic aqents (including insulin), or nonsteroidal anti-inflammatory
drugs had no effect on the efficacy and safety of CAVERJECT. Pharmacokinetic drug^irug interactions between
alprostadil and other agents were not formally studied. Carcinogenesis, Mutagenesis, and Fertility Impairment:
Long-term carcmogenicity studies were not conducted. Alprostadil did not adversely affect or alter spermatoge-
nesis in rats. Mutagenicity tests revealed no potential for mutagenesis. In a 1-year irritancy study in monkeys,
there was no evidence of drug-related penile irritancy or nonperile tissue lesions that could be directly related to
alprostad:!; any lesions noted were reversible; and histologic changes in the penis had regressed at the end of the
4-week recovery period.
PREGNANCY, NURSING MOTHERS, AND PEDIATRIC USE: CAVERJECT is not for use in newborns, children, or
women.
ADVERSE REACTIONS: Local Reactions: Reported by 1% or more of patients treated with CAVERJECT
( 1861) il i (33% d ih 2% f 294 ti i j t d i h l b ) l d ti

y p
(m =1,861): penile pain (33%, compared with 2% of 294 patients injected with placebo); prolonged erection
(4%); penile fibrosis (3%, see PRECAUTIONS); injection-site hematoma (3%); penis disorder (3%, includes
numbness, yeast infection, irritation, sensitivity, phimosis, pruritus, erythema, venous leak, penile skin tear,
strange feeling of penis, penile head discoloration, and itch at tip of penis); injection-site ecchymosis (2%);
penile rash (1%); and penile edema (1%). Penile pain was mild or moderate in intensity in most cases; 3% of
patients stopped treatment because of penile pain. In most cases, spontaneous detumescence followed BSSt
[armed Erection (erection that lasts 4 to 6 hours) and priapism (erection that lasts longer than 6 hours; 0.4% in
clinical trials). Titrate CAVERJECT slowly to the lowest effective dose to minimize the chance of prolonged erec-
tion or priapism (see DOSAGE AND ADMINISTRATION). Instruct the patient to immediately report and seek med-
ical assistance for any erection that persists longer than 6 hours. Failure to treat priapism immediately may result
in penile tissue damage and permanent loss of potency. Most cases of hematoma and ecchymosis were attributed
to faulty injection technique. Uocal reactions reported by less than 1 % of patients: balanitis, injection-site hemor-
rhage, injection-site inflammation, injection-site itching, injection-site swelling, injection-site edema; urethra! bleed-
ing; penile warmth; numbness; yeast infection; irritation; sensitivity; phimosis; pruritus; erythema; venous leak;
painful erection; and abnormal ejaculation. Systemic Events: Reported by 1% or more of patients treated with
CAVERJECT (n—1,861): upper respiratory tract infection (4%); hypertension (2%); headache (2%); flu syndrome
(2%); sinusitis (2%); prostatic disorder (2%, includes prostatitis, pain, hypertrophy, and enlargement); localized
pain (2%); trauma (2%); dizziness (1%); back pain (1%); nasal congestion (1%); and cough (1%). Systemic
events judged by investigators to be possibly related to the use of CAVERJECT were reported for less than 1% of
patients and included testicular pain, scrota) disorder, scrotal edema, hematuria, testicular disorder, impaired uri-
nation, urinary frequency, urinary urgency, pelvic pain, hypotension, vasodilation, peripheral vascular disorder,
supraventricular extrasystole, vasovagal reactions, hypesthesia, nongeneralized weakness, non-application-site
pruritus, skin neoplasm, nausea, dry mouth, increased serum creatinme, leg cramps, and mydriasis. Blood pres-
sure decreases and pulse rate increases were observed in clinical studies and appeared to be dose related (seen
principally at doses above 20 microprams and above 30 micrograms of alprostadil, respectively]; changes were
usually clinically unimportant (3% of patients stopped because of symptomatic hypotension). CAVERJECT had
no clinically important effect on serum or urine laboratory tests.
OVERDOSAGE: If intracavernous overdose with CAVERJECT occurs, place patient under medical supervision
until any systemic effects have resolved and penile detumescence has occurred. Symptomatic treatment of
systemic symptoms is appropriate.
DOSAGE AND ADMINISTRATION: Individualize each patient's dose by careful physician-supervised titration,
following the initial titration guidelines in the product package insert. Doses greater than 60 micrograms are not
recommended. In general, use the lowest possible effective dose. A 1/2-inch, 27- to 30-gauge needle is generally
recommended. Initial Titration in Physician's Office: Follow the initial titration instructions that appear in the
product package insert; dosage titration instructions, differ depending on erectile dysfunction etiology. In one
clinical study, 56% of patients were titrated to doses of greater than 5 micrograms but less than or equal to
20 micrograms; the mean dose at the end of titration was 17.8 micrograms. Maintenance Therapy: Property
instruct and train the patient in the self-injection technique, and carefully assess the patient's skills and compe-
tence with this procedure before starting self-injection therapy. The dose selected for self- injection therapy
should provide an erection that is satisfactory for sexual activity and is maintained for no longer than 1 hour.
Reduce the dose if the erection lasts longer than 1 hour. Dose adjustments for self-injection, if required, should
only be made with physician consultation and should follow initial titration guidelines. CAVERJECT was effective
for up to 6 months in an uncontrolled, self-injection study; the mean dose at the end of 6 months was 20.7
micrograms. Exercise careful and continuous follow-up of patients on self-injection therapy, especially for initial
self-injections. Recommended injection frequency is no more than three times weekly, with at least 24 hours
between uses. Instruct the patient in the proper disposal of the syringe, needle, and single-use vial. See the
patient every 3 months during self-injection therapy to assess treatment and, if needed, to adjust the dose.
CAVERJECT as an Adjunct to the Diagnosis of Erectile Dysfunction; In pharmacologic diagnostic testing for
erectile dysfunction, monitor patients for the occurrence of an erection after an intracavernosal injection of
CAVERJECT. Use CAVERJECT as an adjunct to laboratory investigations to allow visualization and assessment
of penile vasculature. For these tests, use a single dose of CAVERJECT that induces a firm and rigid erection.
Solution Preparation; Refer to product package insert for reconstitution instructions.One mL of sterile water
preserved with 0.945% w/v benzyl alcohol or bacteriostatic water for injection with benzyl alcohol must be used
tor reconstitution. Use the solution immediately after reconstitution; do not store or freeze. Inspect reconstituted
solution visually for particular matter.
CAUTION: Federal law prohibits dispensing without a prescription.
Store vials at refrigerated temperatures of 2°C to 8°C (36°F to 46°F) until dispensed. After dispensing, unused
packages of CAVERJECT Sterile Powder may be stored up to 3 months at or below 25°C (77"F)

Pharmacia & Upjohn, Inc • Kalamazoo, Ml 49001, USA B-1-S

References
1. Data on file, TR9124-93-006. The Upjohn Company, Kalamazoo, Mich.
2. Data on file, TR9124-93-005. The Upjohn Company, Kalamazoo, Mich.
3. Data on file, NDA Application Summary, Item 2, Vol 1.2. The Upjohn Company, Kalamazoo.Mich.
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Save 10% on the
3-Volume Guide
to Diagnosis and
Treatment

Includes Findings from the DCCT!
A good thing just got better. The reliable diagnosis and

treatment guides that thousands have come to rely on have
been completely revised and updated. Get the latest infor-
mation available—including DCCT results—all in three
concise, practical volumes. Enhancements include:

^ Revised Diagnosis and Classification Criteria
• Updated Information on Pathogenesis
^ New Strategies for Achieving Better Metabolic Control
^ New Information on Treating Diabetes Complications

Medical Management of
Type I Diabetes (PMMTI)
Nonmember: $37.50; Member: $29.95

Medical Management of
Type II Diabetes (PMMT2)
Nonmember: $37.50; Member: $29.95

Therapy for Diabetes
Mel I it us, 2nd Ed (PMTDRD2)
Nonmember: $34.50; Member: $27.50

Advance
Orders Accepted

3-Volume Guide (PMMS3)
Nonmember: $98.55; Member: $78.65

$AVE 10% WHEN YOU ORDER THE $ET!
Order them individually, or order the set and save 10%

off the price of each book. Don't delay—mail in the coupon
below today.

Ship To

First Name

ink-

Street Address

Additional Address lnfc

Middle Initial l.a-l Name

( ompany Name

Suite/Apt »

Cuv Stale Province Country Zip Code

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 ,$
Total Due $

P16C26• Payment enclosed (check or money order)

Charge my: QVISA QM/C QAMEX

Account #:
Signature: Exp. Date: /

Mail to: ADA Order Fulfillment Dept
P.O. Box 930850, Atlanta, GA 31193-0850

Allow 2-3 weeks for delivery. Add S3 to S&H for each extra shipping address. Add S15 for
each overseas address. Foreign orders must be paid in U.S. funds, drawn on a U.S. bank.
Prices are subject to change without notice.



FOR EXCEPTIONAL PERFORMANCE AT A N AFFORDABLE PRICE,

DEMAND AN ENCORE!
Technique-independent
simplicity.
The GLUCOMETER ENCORE®
Diabetes Care System delivers the
kind of exceptional performance
that makes blood glucose testing
easy and convenient for your
patients with diabetes. No timing,
wiping, or blotting. Fast operation.
A specially designed test stnp
for easier handling and sample
application. All at a pnce thats
easy to afford.

GLUCOMET6R

€NCOR€

Accurate, reliable results.
Reliable results, and excellent
correlation with laboratory
reference methods, are maintained
across a broad dynamic range. In
addition, a 10-test memory makes
patient record-keeping more
convenient by storing test results
for subsequent logbook entnes.
Recommend the blood glucose
meter that delivers a better
all-around performance at a
more affordable pnce.
Demand an Encore.
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Ail mil sin-

Bayer

DIABETES CARE SYSTEM



Carbohydrate Counting is Here!
JJ

:JJJJ

JJJJ JJV

arhohydralc Counting is a new

diabetes meal planning approach

found to be effective during the

Diabetes Control and Complications

Trial (DCCT). Studies have proven that

carhohydratc(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

HUD-M-OMii
(232-6733)

VISA • MasterCard • American Express

Welcomed
P27C26 • Please mention this code when ordering

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.

Getting
Started
(Level 1):
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

Using
Carbohydrate/
Insulin Ratios
(Level 3):
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

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

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

IWlhis handy new resource contains reproducible client handouts covering a variety of diabetes
I topics, as well as a professional guide for each handout. The handouts are interactive, allow-
A ing you to tailor the teaching process and

content to an individuate needs They are also ^ f j p w J o o | fa | |^|p J p ^ h DiabctCS Top
ideal for diabetes education classes.

Each 2-sided handout covers a single topic and follows a standard format. The first section
covers self-assessment, rationale for learning about the topic, and learning objectives. Topic-
specific information comes next. The last section focuses on goal-setting, monitoring, and
problem solving. There are a total of 21 topics, divided into three categories: Nutrition &
Food; General Diabetes; and Diabetes & Lifecycle.

The professional guides help you assess the need for and timing of content and provide
you with supplemental information, such as ideas for gathering
assessment data; creative ways to increase interactivity; additional \ \ A l T i e r i C a n

learning objectives; and client and professional resources. #CSTDNR / / \ \ ^ ' ^ D e i e S ^
Nonmember: $25.00; Member: $21.00 / A X o A S S O C i a t l O l l



When the goal is
metabolic control...

Now there's a great-tasting choice.

Choice -
For flexibility to improve
metabolic control.
] v\ Consistent with the latest nutritional

recommendations for diabetes1-7

VI Uniquely formulated . . . for excellent taste and acceptance
V] Convenient, ready-to-use drink . . . for flexibility in meal

planning and diabetes self-management

1 Vlicioiis \ anilla flavor in N <>/ liquid, 12 cans per case.
Also in 1 liter, ready to hang form.
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Choice^
Nutriti«niill\
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«
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Imagine a blood glucose monitor
that actually lets you test like this.

Introducing the NEW Precision Q«I«D™ System. Easy, accurate blood glucose testing. Anytime. Anywhere.

Chances are your patients won't be testing their blood glucose upside down. But they could, with the

new Precision Q-I-D hand-held monitor and unique MICROFLO™ test strip — a major

improvement in test strip technology from MediSense. See for yourself. Now people

with diabetes can easily test in a wide range of positions and environments. Easily,

accurately, and discreetly, in just 20 seconds. At home, at work, or on the go. The

Precision Q-I-D System. It's new. It's easy. And it's available only from MediSense.

Introducing the revolutionary new
Precision Q*D™ System.

4
-Better -

'ill iO.-Tat 4 Better
'McdiScmc. Inc.

A \". itd:t\ reserved.

For more information on the new
Precision Q-I-O System, call

MediSense at 1-800-527-3339

Until there 's non-intrusive:



Be Part of the Team Coming Close to the Cure
Join the American Diabetes Association A American

Diabetes
Association

Name:

Address:

Degrees:

City State Zip

Home Phone Office Fax

Primary Area of Focus: Clinical Practice Research Education Industry

Choose Your Membership Category
Category I: Recommended for Physicians

Dues:
J Domestic Members: $125 LJ Overseas Members:

L) Overseas in Training Dues:J Domestic in Training Dues: $65

Journal Selection (choose one):

J Diabetes (monthly): Basic research on the pathophysiology of diabetes

J Diabetes Care (monthly): Clinical care and research

Category II:

Dues:

• Domestic Members: $75 3 Overseas Members: $115

• Domestic in Training Dues: $38 3 Overseas in Training Dues: $45

Journals (includes journals listed below):
Diabetes Spectrum (quarterly): Education and counseling strategies

Diabetes Forecast (monthly): Lifestyle magazine for patients and their families

°lfnou received your first professional degree, diploma, or certificate in the last five years, you qualify for 50% savings offered with In-Training Membership, Just fill out information beloiv.

University or college attended: Degree(s) Date Earned:

Q Order Additional Publications at "Members-only" Rates: Domestic/International Rates (only single subscriptions available for each of the following journals)
Dom/lnterl' Dom/Intert' Doa/Intcrl' Dom/IntnV

J Diabetes Care (monthly) $75/$130 Q Diabetes Reviews (quarterly) $45/$65 • Diabetes Spectrum (quarterly) $30/45 J 1996 Abstract Book (annual) $10/$18

J Diabetes (monthly) $75/$130 • Clinical Diabetes (bi-monthly) $15/$21 • Diabetes Forecast (monthly) $12/$37

Select One FREE Council Membership:
Extra Council Memberships are $25 each.

J Behavioral Medicine and Psychology (PP)

J Diabetes in Pregnancy (BB)

J Complications (TT)

J Education (SS)
J Exercise (XX)

J Foot Care (RR)
J Molecular, Cellular and Biochemical

Aspects of Diabetes (MM)
J Clinical Endocrinology, Health Care

Delivery and Public Health (FF)
J Diabetes in Youth (EE)

J Epidemiology and Statistics (CC)
J Immunology, Immunogenetics

and Transplantation (JJ )
J Nutritional Sciences and Metabolism (NN)

Mark Your Primary Work Setting:

J University/Academic (1)
J Private/Group Practice (2)
J Hospital (3)
J HMO (4)
J Public Health (5)
J Government (7)
J Pharmacy (8)
J Pharmaceutical/Manufacturing (9)

J Nursing Home (10)
J Home Health (11)

Circle one Primary (P) and one Secondary (S)Specialty
P S AD Administration
P S BC Biochemistry
P S CA Cardiology
P S DE Dermatology
P S DO Dentistry
P S ED Education
P S EN Adult Endocrinology
P S EP Epidemiology
P S EX Exercise Physiology
P S FP Family Practice
P S GE Geriatrics
P S GP General Practice
P S GT Genetics
P S IM Internal Medicine

P S
P S
P S
P S
P S
P S
P S
P S
P S
P S
P S
P S
P S
P S

IU Immunology
ME Metabolism
NE Nephrology
NR Neurology
NS Nursing
NU Nutrition
OG Obstetrics/Gyn.
OP Ophthalmology
OR Orthopedics
OS Osteopathy
OT Optometry
PA Pharmacology
PC Psychology
PE Pediatrics

P S PH Public Health
P S PM Pharmacy
P S PN Pediatric Endocrinology
P S PO Podiatry
P S PR Pedorthic Management
P S PS Psychiatry
P S PT Pathology
P S PX Physical Therapy
P S PY Physiology
P S SU Surgery
P S SW Social Work
P S UR Urology

Enclose Payment and Mail Today!
J New Membership or 3 Renewing Membership ^ Check: payubie to tiwAnwrinm Diabetes Awwiutw
Member Dues: J Charge my J MSA J MasterCard
Category I $ or Category II $ J American Express

Additional Subscriptions: $ $ Account No.#

x$25 =Additional Councils

Taxes: Canadians must add 7% GST tax $

TOTAL ENCLOSED: $

Dues amount set aside for publications are:
• Category I (Diabetes or Diabetes Care): $75
• Category II (Diabetes Spectrum): $30 (Diabetes Forecast): $12

Payment Options: Mail payment and application to:
Professional Section Membership

AAmerican 1660 Duke Street
Association Alexandria, VA 22314

Expiration Date

Date: Signature

JMAD9S5

For fast seiviee, call or send afar to our membership
department:
Phone: (703) 549-1500
Fax: (703) 549-6995.
Allow 4-6 weeks to process your order. Prices aiv
subject to change. Payment must accompany nnlcr
in US funds drawn on US bank.



AMERICAN DIABETES ASSOCIATION
AUDIO TAPE ORDER FORM

POST GRADUATE COURSE ON SITE SPECIAL
Single Audio Cassette $10.00

12-Cassette Storage Album $7.00
Any 12 Cassettes in 1 FREE Album $110.00 (Save $17.00)

Discounts Apply Only to Orders Placed at the Show

POSTGRADUATE COURSE
N o w Y o r k C i t y • J a n u a r y 1 9 - 2 1 , 1 9 9 6

The following sessions will be recorded and audio tapes will be available for pick-up shortly after completion of the session near the
registration area. Orders placed after 3p.m. will be available the following day by 10a.m. (Last day orders may have to be shipped --
tapes will be delivered on-site while supplies last.) It is advisable to place orders early in the weekend to allow time for processing,
prior to departure. If you wish to order tapes by mail, please allow about 21 days for deliver)'.

•
•

•
D

•

•

•

•

•

•

•

ADA96-01
8;00.im-8;10am

ADA96-02
8:10um-":20ain

ADA96-03
9:20am-10:00um

ADA96-04
11.00am-l 1:10am

ADA96-05
ll:40.im-12:20pm

ADA96-06
l:43pm-2:25pni

ADA96-07
2:25pm-3:05pm

ADA96-08
3:.V)pm-4:30pm

ADA96-09
4:30pm-5:10pm

ADA96-10
8:00am-8;40iim

ADA96-11
N:40.im-«J:20am

First Name

Friday, January 19,1996
Novel Pharmacological Treatments for NIDDM Donald
C. Siinonson, AID
Physiologic Insulin Replacement: Meeting the Challenge
Barnard Zinman, A ID
Does Exogenous Insulin Cause Macrovascular Disease in
NIDDM? Michael P. Stern. AID (Pending release)
Standardization of the IIbAic Assay David AI. Nathan,
AID
The Diabetes Prevention Program (DPP): Can We
Prevent the Development of NIDDM? David AI. Nathan.
AID
Management of I Iyperthyroidism Leonard Wartofsky.
AID
Endocrine Disorders and their Relationship to Sexual
Dysfunction Arnold Alelman. AID
Clinical Utility of Growth Hormone Administration in
Adults Silvio Inzucchi, AID
Diagnosis and Management of Gushing Syndrome
Norman Fleischer. AID

Saturday, January 20,1996
The Control of Food Intake and Body Weight Stephen C.
Woods. PhD
The Genetics of Obesity Jeffrey A I. Friedman, AID. PhD

Last/Family

Mailing Address (no post office boxes: include institution if mailing there)

City, State/Country Zip/Postal Code

Daytime Telephone
D ' Cash

Fax
• Travelers Checks

• Check (Payable to Sound Images. Inc.) in U.S. Funds

VISA

Card Number

D Expiration Date

Cardholder Signature

BY FAX: 24 hours a day. FAX your order with credit card
information to 303-790-4230

BY MAIL: Please check tapes desired, complete this form and
mail to:
AVW/SOUND IMAGES
7388 South Revere Parkway, Suite 806
Englewood. CO 80112 USA

BY PHONK: With your credit card, call 303-649-1811
Mon-Fri 8:00am - 5:00pm Mountain Time

• ADA96-12 The Pharmacological Treatment of Obesity Michael
9:20am-10:00am Weintraub. AID

• ADA96-13 Should We Pay Attention to Micronutrients in the Diet?
l i:00am-1i:40am Arshag D. Mooradian. AID (Pending release)

• ADA96-14 Treatment of Eating Disorders in Diabetes GaryAI.
11:40am-12:20pm Rodin, AID

• ADA96-15 What are Appropriate Outcome Measures for Diabetes
l :45pm-2:45pm Care and Education? David K. A IcCulloch. A ID

• ADA96-16 Using the New Nutrition Tools in Clinical Practice Anne
l:45pm-2:45Pni £>aiy, MS. RE. CDE; Joyce Green Pastors. AIS. RD. CDE

Sunday, January 21,1996
• ADA96-17 Delivery of Diabetes Care in a Managed Care Setting

8:00am-8:40am William IV. Fore. AID
• ADA96-18 New Technologies to Measure Blood Glucose Anthony

8:40am-9:20am p / r Turner. PhD

• ADA96-19 Report of the Workgroup to Revise the Diagnosis and
9:20am-i0:00am Classification of Diabetes James A. Gavin III. AID. PhD

• ADA96-20 Female Sexual Dysfunction in Diabetes liana P. Spector.
10:30am-11:10am pn£)

• ADA96-21 Hormonal Repalcement Therapy in Postmenopausal
ll:10am-ll:50am Women with Diabetes KarlL. Insogna. AID {Pending

release)

POSTGRADUATE COURSE MEETING PRICWG
(for orders placed after Jan. 21. 1996)

Price per tape $11.00 12 tape storage album S7.00
QUANTITY DISCOUNTS

Any 12 Tapes in 1 FREE Storage Album - $121.00 (save S18.00)

Shipping: Domestic: Si.00 per tape; $2.00 minimum. $10.00 maximum
International: $2.00 per tape; $6.00 minimum

Number of Tapes
Number of 12-Tape Packages
Storage Album(s) x $7.00 =
Domestic Shipping
International Air Mail
Standard processing is within 5 working
days. For same day RUSH processing,
add $12.50. For next day or 2nd day
shipping, call for cost.
Purchase Order charge $5.00
(minimum purchase $25.00)
Colorado residents add 3.8% sales tax
TOTAL ENCLOSED

On-Site
$10.00 each

SllO.OO/packape

$

$

$

$

$

$

$

$

Post-Meeting
$11.00 each

$121.00/packnge

$
$
$
$
$

$

$
$

OFFICE USE

ORDER NUMBER

Jhank Ujoul



BEGIN BY
TELLING
YOUR
PATIENTS
WHAT THEY
CAN EAT.

So much of treating people with diabetes is telling them what

they can't do. So start out with the good news, and assure your patients they

can still satisfy their sweet teeth with fruity, delicious Sugar Free Jell-O Gelatins

and rich, creamy Sugar Free Fat Free Jell-O Instant Puddings.

Gelatin is a Free Exchange Food: fat free, cholesterol free,

low in sodium and just 10 calories a serving.

Pudding is 80 calories or less per serving

and counts as I Carbohydrates

Exchange. So recommend Sugar Free

Fat Free Jell-O Puddings and Gelatins.You'll find

that being able to say "yes" is almost as

refreshing as a cool spoonful of fruity Jell-O.

If you'd like free recipe

brochures for you and your patients,

just call l-800-SAY-JELL-O?

FAT FREE SUGAR FREE JELLO PUDDING
SUGAR FREE JELLO GELATIN

SUGAR FREE JELLO GELATIN SNACKS

© 1989 American Diabetes Association, Inc. andThe Ameiuan D;iMn A ^ n u



NTMC
SESSIONS

AMERICAN DIABETES ASSOCIATION
56th SCIENTIFIC SESSIONS

Saturday, June 8
Morning
Concurrent Symposia (8 am -10 am)

• Immunobiology of Islet Transplantation
• Exercise and the Insulin Resistance

Syndrome
• Diabetes Foot Disease

Concurrent Symposia (10:15 am -12:15 pm)
• Regulated Vesicular Trafficking in Insulin

Secretion and Action
• New Insights into the Regulation of

Hepatic Glucose Production:
Implications for NIDDM

• Research on Education in Diabetes:
Outcomes and Evaluations

Oral Abstract Presentations

Afternoon
Council Discussion Sessions
General Poster Session

Concurrent Sessions (2:45 pm - 4:45 pm)
Workshops:

• Translation of 1994 Nutrition Recommen-
dations to In-Patient Settings

• Dyshpidemia Case Studies
• Implementation of an Intensive Insulin

Therapy Program
• Diabetic Foot Care Practicum

Current Controversy:
• Molecular Mimicry

Oral Abstract Presentations
State of the Art Lectures
Evening
Awards Banquet

Sunday, June 9
Morning
Concurrent Symposia (8 am -10 am)

• Novel Signaling Pathways
• Immunology and Autoimmunity
• Diabetes and Heart Disease
• Family Focus: Involving the Family in

Diabetes Management

President's Address
Banting Lecture

Afternoon
Council Discussion Sessions
General Poster Session
Concurrent Sessions (2 pm - 4 pm)

Oral Abstract Presentations
Workshops:
• Doing Outcomes Research
• Advanced Problems in Intensive Insulin

Therapy
• Implementation of an Intensive Insulin

Therapy Program
Current Controversy:
• Xenotransplantation: Current

Controversies in Correct Approaches
Mini-Symposium:
• PharmacodynamicsofThiazolidinediones

Concurrent Sessions (4:15 pm - 6:15 pm)
Oral Abstract Presentations
Current Controversies:
• Who Killed the Beta Cell?
• Prevention of Long-Term Complications
Meet the Professor:
• Endocrinology Training Program Issues in

the Managed Care Era
Mini-Symposium:
• Regulation of Glucose Fluxes: What did We

Learn from Transgenic Models?

Evening
President's Poster Session

Monday, June 10
Morning
Concurrent Symposia (8 am -10 am)

• Update on New Treatments for the
Complications of Diabetes

• Diabetic Pregnancies: Pre and Post
Pregnancy Health Care Issues

Concurrent Sessions (8 am -10 am)
Workshops:
• Translation of 1994 Nutrition

Recommendations to In-Patient
Settings

• Dyshpidemia Case Studies
• Advanced Problems in Intensive

Insulin Therapy
Mini-Symposium:
• Non-Nutrient Regulation of Insulin

Secretion

Scientific Achievement Awards Presentation
Lilly Lecture

Afternoon
Senior Vice President's Address
Council Discussion Sessions
General Poster Session

Concurrent Sessions (2 pm - 4 pm)
Oral Abstract Presentations
Current Controversies:
• Treatment of Obesity
• How does the MHC Cause

Autoimmunity?
• Role of Phosphatidyl Insitol 3-Kinase

in GZW¥ Translation

ADA Satellite Symposium
Clinical Trials:
Understanding Design, Management and Analysis
- A Workshop for Researchers in Diabetes

Date: June 11 (11:00 pm - 5:(X) pm)
and June (8:(X) am - 12:(X) noon)

Uxation: San Francisco Marriott
Fee: $95.00

For more information contact:
Shirley Ash, ADA
I66O Duke Street. Alexandria, VA 22314

Phone: (703) 549-1500 x22!4. Fax: (703) 683-1839
E-Mail: sash@ diabetes.org.



June 8-11, 1996
San Fransisco, CA

Meet-the-Professor:
• Development of Critical Pathways in

Diabetes Management

(Concurrent Sessions (4:15 pm - 6:15 pm)
Oral Abstract Presentations
Workshop:
• Advanced Problems in Intensive

Insulin Therapy
Meet-the-Professor:
• African American Women with

NIDDM
• Global Perspectives in Diabetes Care
Mini-Symposium:
• Type 1 Nutrition Practice Guidelines

Tuesday, June 11
Morning
Registration Open (7 am - 2 pm)

Concurrent Symposia (8 am -10 am)
• Gene Therapy for Treatment of

Disease
• Issues in Intensive Therapy in

Children and Adolescents
• Diabetes in a Managed Care

Environment
• Insulin Signaling to Glucose:

An Update on Signal Transduction
Pathways

Concurrent Symposia (10:15 am -12:15 pm)
• The Continuum of Obesity Research

and Treatment: What's on the
Horizon?

• Impaired Glucose Tolerance: A Target
for Intervention

Concurrent Sessions (10:15 am -12:15 pm)
Kelly West Lecture (10:15 am-11:15 am)
Workshops:
• Advanced Problems in Intensive

Insulin Therapy
• Doing a Meta-Analysis
Mini-Symposium:
• Inhibitors of Insulin Action
• Improving Regime Adherence
Meet-the-Professor:
• Implantable Insulin Pumps: Is There a

Future?
• Classification of Diabetes

Join us in San Francisco for the 56th Scientific Sessions! Beginning on
Saturday, June 8, and ending at noon on Tuesday, June 11. 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 Sdf
Management Education
Programs and Applying for
ADA Recognition
Conference

A Recognition Conference will
be offered in conjunction with
the American Diabetes
Association's 56th Scientific
Sessions. This one-day
conference, "Meeting the
National Standards for Diabetes
Self-Management Education
Programs and Applying for
ADA Recognition" will be held
Friday, June 7,1996 at the San
Francisco Marriott Hotel
preceding the Scientific
Sessions. This intensive,
practical program is designed
for individuals who are
interested in the process of
completing an application for
Recognition or are planning to
submit an application within the
next twelve months. CELPs
will be awarded and
enrollment is limited.

The registration fee for the
Recognition 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
2403 or 2214.

i V V

Discount Registration
Deadline: March 8,1996

Advance Registration and
Housing Deadline: May 10,1996
To receive a program and
registration materials contact:

PHONE: 703-549-1500 (ext 2453)
FAX: 703-683-1351
E-MAIL: meetings@diabetes.org.

American
Diabetes
Association



Accu-Chek® Advantage8 System
More in a meter. For the most out of life".

You can bet they're not thinking about blood glucose testing. You see, with more of the features

that people prefer, the Accu-Chek® Advantage® blood glucose monitoring system makes people more

comfortable with testing, so they can get the most out of life.

That's what happens when you continually improve on a

meter that's already preferred by 3 out of 4* testers. For example, our

latest innovation is a new strip that needs only 9 uL—30% less blood.

When you add it all up, the more comfortable your patients

are with their meters, the more they'll get out of life—which may be

the best feature of all.

*Of those who expressed a preference in a nationwide trial.

© 1996 Boehringer Mannheim Corporation. All rights reserved.

Accu-Chek'
BLOOD GLUCOSE MONITORING SYSTEMS

What it takes to take control'


