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~_ When diet alone fails in NIDDM"*—
" Effective 24-hour glucose control
with once-fdaily dosing at all doses

* Non-insulin-dependent diabetes mellitus.
t Gastrointestinal therapeutic system.
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Significant decrease in glycosylated Significantly lower fasting plasma glucose (FPG)
hemoglobin (HbA;.) vs placebo’ levels and equivalent HbA;. concentrations
compared with immediate-release glipizide'

placebo
{n:

Mean
fasting
plasma
glucose
(mg/dL)

A pooled analysis of two16-week, multicenter, randomized, double-blind, Glucotrol XU'™ (glipizide) extended release tablets and immediate-release
placebo-controlled, fixed-dose studies. After a 1-week washout from current glipizide were compared in a 16-week, multicenter, open-label, crossover
sulfonylurea therapy, or diet failures, patients received 3 weeks of placebo. study. The data represent the final FPG levels after 8 weeks of each
Following a 4-week titration period in a fixed, double-blind regimen, patients treatment.’

were treated with the assigned dose for 8 weeks.'

Glucotrol XL is well tolerated' Glucotrol XL maintains consistent drug levels
throughout the day and night'

placebo (%) Glucotrol XL (%)

A - i |
(n=69) (n=278) mmedlate-release

glipizide
) T 10 mg bid
Adverse Asthenia Glucotrol XL
experiences _— — 20 mg qd
reported with Headache x :
an incidence Steady-state
of 3% or S e |
Hdl Dizziness . : Gipizide

o= == concentrations

Diarrhea . (ng/m)

Nervousness

*only diarrhea Tremor

was statistically
significant vs Flatulence
placebo.

Incidence of hypoglycemia in 580 patients, who received Glucotrol XL in Glucotrol XL 20 mg qd or immediate-release glipizide 10 mg bid were
doses ranging from 5 mg to 60 mg, was 3.4%; only 2.6% of patients studied in a 5-day, open, randomized, multiple-dose, two-way, crossover
discontinued due to hypoglycemia. None of the patients required study of 20 male patients with NIDDM. Mean glipizide concentration-time
hospitalization. In the controversial UGDP study, there have been reports of profiles on day 5 are shown.!

increased cardiovascular risk associated with hypoglycemic therapy.'

When diet alone fails in NIDDM... .

Glucotrol

(9ljpizide)extended release
Tablets 5mg and 10 mg GITS'

As with all sulfonylureas, hypoglycemia may occur.

Please see brief summary of prescribing information on last page




When diet alone fails in NIDDM...
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(glipizide) extended release

Toblets 5 mg and 10 mg GITS
H No need to dose 30 minutes before a meal

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

B Continued monitoring of HbA, or FPG levels is
recommended throughout therapy

Reference: 1. Data on file.

Flexible dosing schedule

o

Recommended

starting dose [g( Maintenance
5 mg/day given with Most patients will
breakfast v/ be controlled with
/¥ Ly 5mg or 10 mg
j‘l U 4 taken once daily

Some patients may require up
1o the maximum
recommended

daily dose of

20 mg ‘}

once daily

Brief Summary of Prescribing Information

INDICATIONS AND USAGE: GLUCOTROL XL is indicated as an adjunct to diet for the contro! of hyperglycemia
and its associated symptomatology in patients with non-insulin-dependent diabetes mellitus (NIDDM; type 1),
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 ptus insulin.

As with any other non-deformable material, caution should be used vhen administering
GLUCOTROL XL Extended Release Tablets in patients with preexisting severe gastrointestinal narrowing
(pathologic or iatragenic). 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
relgase 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 shoutd occur in such patients, it may
be prolonged and appropriate management should be instituted.

G 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 sericus hypoglycemic reactions. Elderly, debilitated or malnourished patients, and those with adrenal or
pituitary insufficiency are particularly susceptible to the hypoglycemic actien 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 Glugose; 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 insutin. Adequate adjustment of dose and adherence to diet should be assessed before
classifying a patient as a secondary failure.

Labor{atnry Tests: Blood and urine glucose should be monitored periodicaliy. Measurement of hemoglobin Ay may
be useful.

Information for Patients: Patients should be informed that GLUCOTROL XL Extended Release Tablets should be
swallowed whole. Patients should not chew, divide or crush tablets. Patients should not be concerned if they
occasionally notice in their stool something that looks fike 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
50 the body can absorb it. When this pracess 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 patignts 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,
chioramphenicol, probenecid, coumarins, monoamine oxidase inhibitors, and beta-adrenergic blocking agents.

n viro binding studies with human serum proteins indicate that glipizide binds differently than totbutamide and
does not interact with salicylate or dicumaro!. 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® (flucenazole) 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 Glucotral AUC after fluconazole administration was 56.9% (range: 35 to 815%).

Carcinogenesis, Mutagenesis, Impairment of Fertility: A twenty month Study in rats and an eighteen month
study in mice at doses up to 75 times the maximum human dose revealed no evidence of drug-related carcinogenicity.
Bacterial and in vivo mutagenicity tests were uniformiy 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
lolazamide. 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
fevels as close to normal as possible.

Nonteratogenic Etfects: 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.

LC293A94 © 1994, Pfizer Inc

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
qreater 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 controfled and open trials were
included in the evaluation of adverse experiences. Al 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 ess 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 - syncape; 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 -
arthythmia, migraing, flushing and hypertension; Skin - rash and urticaria; Respiratery - pharyngitis and dyspnea;
Special senses - pain in the eye, conjunctivitis and retinal hemorrhage; Urogenital - dysuria.

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

The following are adverse experiences reported with immediate release glipizide and other sulfonylureas, but have
not been observed with GLUCOTROL XL:

Hematologic: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia, and
pancytopenia have been reported with sulfonylureas.

Metabolic: Hepatic 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 findings should be treated aggressively with oral glucose and adjustments in drug
dosage and/or meal patterns. Close monitoring should continue until the physician is assured that the patient is out of
danger. Severe hypoglycemic reactions with coma, seizure, or other neurological impairment occur infrequently, but
constitute medical emergencies requiring immediate hospitalization. If hypoglycemic coma is diagnosed or
suspected, the patient should be given rapid intravenous injection of concentrated (50%) glucose solution. This
should be followed by a continuous infusion of a more dilute {(10%) glucose solution at a rate that will maintain the
blood glucose at a level above 100 mg/dL. Patients should be closely monitored for a minimum of 24 to 48 hours
since hypoglycemia may recur after apparent clinical recovery. Clearance of glipizide from plasma may be prolonged
in persons with liver disease. Because of the extensive protein binding of glipizide, dialysis is unlikely to be of benefit.
DOSAGE AND ADMINISTRATION: There is no fixed dosage regimen for the management of diabetes melfitus 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 shoutd 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, hemaglobin Ay level measured at
three month intervals is the preferred means of monitoring respanse to therapy.

Hemoglobin Ay¢ 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 Ay tevels measured at three month intervals. If no improvement is seen
after three months of therapy with a higher dose, the previous dose should be resumed. Decisions which utilize
fasting blood glucose to adjust GLUCOTROL XL therapy should be based on at least two or more similar, consgcutive
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 Ay¢ beyond what was achieved with the 10 mg dose.

More detailed information available on request.

@ U.S. Pharmaceuticals Group
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They say the simple things in life are best. That's especially for flagging various test results, and insulin dosage recording,.
true when it comes to blood glucose monitoring. And that’s Whichever ONE TOUCH® Brand System you recommend,
why LifeScan offers two ways to make

you (and your patients) can count
monitoring simple for your patients.

The ONE TOUCH® BASIC® System
is the value-priced meter for your

on LifeScan's around-the-clock
service and support network.* And by

encouraging the use of Genuine

patients who simply want an accurate FRESS POWER, wevSmrE o AccurateResursiv | ONE TOUCH® Test Strips, you ensure
) ) : ) INSERT STRIP. NO WIPING. NO TIMING. 45 SECONDS. ’
reading quickly and easily. system accuracy.
The ONE TOUCH® Profile™ System takes simple monitoring Recommend the brand that’s recommended most by
a step further for patients who want complete diabetes physicians and diabetes educators. ONE TOUCH Brand
management features such as automatic averages for a Systems. And offer a simple solution to your patients’ most
convenient overview of how the patient is doing, event labeling basic needs.

MY NEEDS ARE BASIC.
WHAT I WANT MOST
IN A MONITORING SYSTEM
IS SIMPLICITY.

For diabetes and life

LIFESCAN..

©1995 LifeScan Inc. Milpitas, California 95035
*The Health Care Professional Hotline supports you 24 hours a day, 7 days a week. Call 1 800 453-7226

ext. 2710



Don't let the wrong nutritional formula

interfere with glucose control.

The hlgh-carbohydrate content of <o
nutritional formulas can contribute to higher

blood glucose levels.
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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 Il
diabetes mellitus and stress-
induced hyperglycemia."”

CLUCERNA is complete,
balanced nutrition for ents
with diabetes. For oral or tube
feeding. Pleasant vanilla flavor.
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From Ross Laboratories, makers of
ENSURE® Complete, Balanced Nutrition™
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If your patients only inject
this much insulin...

injects

d ¥ ] f

The [B:D] 3/10cc 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-FINE™ 557 ¢y, E

) . “e . f E Ve dIN ‘ ) INVE -
Needle has the big bold unit markings that let your N
patients measure dosage with greater accuracy.

2. The single unit markings are extra wide so it’s easy = » —
to read. B-D Ul‘”\)f\“ﬂN[ 2843 ﬂ
€ Nes o T .: '>; I

3. Itis smaller, easier to handle. YRINGE

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
CE 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.

INDOCRINOIOGY

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
Clare, 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 $595 $435
1/8 Page $315 $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.
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BYPASS THE PANCREAS WITH
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Significantly decreases fasting
plasma glucose (FPG) when used
as an adjunct to diet.’

No effect on pancreatic beta cells

: k e
or insulin secretion. Mean difference in FPG compared

with placebo

GLUCOPHAGE
vs placebo

P<0.001

Study |: 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.*




DIRECT ANTIHYPERGLYCEMIC ACTION.

GLUCOPHAGE GLUCOPHAGE

delivers important is synergistic in

secondary benefits. combination.?
Combining GLUCOPHAGE

Does not cause hyperinsulinemia. and a sulfonylurea with diet

lowers FPG signifi cantly more

an n
Does not produce hypoglycemia. than mo Otherapy

Mean difference in FPG compared

Helps keep weight from increasing. with monotherapy

Has modest, favorable effects GLUCOPHAGE
on lipids. 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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S GLUCOPHAGE
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IN NIDDM

ESTABLISHED SAFETY

AND BID DOSING.

Safety established in over
3 million patient-years of
experience.’

Mild and transient Gl side effects are most
common.'

Diarrhea, nausea, vomiting, bloating, or

flatulence may occur, especially during

initiation of GLUCOPHAGE.

* Approximately 30% more frequent than with
placebo.'

* Approximately 4% of patients discontinue therapy
due to Gl reactions.'

Rare occurrence of lactic
acidosis, a serious condition.

Approximately 0.03 cases per 1,000

patient-years reported worldwide.'

* 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.

WIT

GLUCOPHAGE

=~ (METFORMIN HYDROCHLORIDE TABLETS)s00 g

Appropriate patient selection
is key.'

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.

Recommended starting dosage:
500 mg bid with meals.'

Increase dosage by one 500 mg tablet each
week.

Minimize GI 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.
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GLUCOPHAGE® (METFORMIN HYDROCHLORIDE TABLETS) 500 mg

CONTRAINDICATIONS: GLUCOPHAGE is contraindicated in patients with: 1. Renal disease or renal dysfunction
(9., as suggested by serum creatinine levels 21.5 mg/dL (males], 1.4 mg/dL [females] or abnormal creatinine
cloarance) which may also result from conditions such as cardiovascular collapse (shock), acute myocardial
infarction, and septicemia gsee WARNINGS and PRECAUTIONS). 2. GLUCOPHAGE should be temporarily withheld
i patients undergoing radiologic studies involving parenteral administration of iodinated contrast materials,
because use of such products may result in acute aiteration of renal function. (See also PRECAUTIONS), 3. Known
hypersensitivity to metformin hydrochloride. 4. Acute or chronic metabolic acidosis, including diabetic ketoacido-
sis, with or without coma. Diabetic ketoacidosis should be treated with insulin.

WARNINGS: Lactic Acldosls: Lactic acidosis is a rare, but serious, metabotic comptication that can oceur dus to
metformin accumulation during treatment with GLUCOPHAGE; when it occurs, it s fatal in approximately 50% of
cases. Lactic acidosis may also occur in association with a number of pathophysiologic conditlons, including dia-
hetes mellitus, and whenever there Is significant tissue hypoperfusion and hypoxemia. Lactic acidosis is charac-
terlzed by elevated blood lactate levels (>5 mmol/L), decreased blaod pH, electrolyte disturbances with an
increased anion gap, and an increased lactate/pyruvate ratio. When metformin Is implicated as the cause of lac-
{lc acldosis, metformin plasma levels > 5 yig/mL are generally found. The reported incidence of lactic acldosls in
patlents receiving matformin 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 {n diabetic
patlents with significant renal insufficlency, including both intrinsic renal disease and renal hypoperfusion, often
Inthe setting of multiple concomitant medical/surgical problems and multiple concomitant medications. The risk
of tactic acldosls increases with the degree of renal dysfunction and the patient’s age. The risk of lactic acidosis
may, iherefore, be significantly decreased by regular monitering of renal funclion in patients taking
(GLUCGPHAGE and by use of the minimum effective dose of GLUCOPHAGE. In addition, GLUCGPHAGE should be
promptly withhe!d in the presence of any condition associated with hypoxemia or dehydration. Because impaired
hepatlc function may significantly limit the ability to clear lactate, GLUCOPHAGE should generatly be avoided In
patlents with clinica! or laboratory evidence of hepatic disease. Patients should be cautioned apainst excessive
alcohol Intake, either acute or chronlc, when taking GLUCOPHAGE, since alcohol potentiates the effests of met-
farmin hydrochloride on [actate metabolism. In addition, GLUCOPHAGE should be temporarily discontinued prior
to any intravascular radiccentrast study and for any surgical procedure (see also PRECAUTIONS). The onset of
lactic acldosis often is subtle, and accompanied only by nonspecific symptoms such as malaise, myalpias, res-
piratory distress, increasing somnolence and nonspecific abdominal distress. There may be associated
hypothermia, hypotension and resistant bradyarrhythmias with more marked acidosis. The patient and the
patlent's physician must be aware of the possible importance of such symptoms and the patient should be
Instructed to notity the physician immediately If they occur (see also PRECAUTIONS). GLUCOPHAGE should be
withdrawn untll the situation is clarified. Serum electrolytes, ketones, blsod 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 thesapy, are uniikely tobe drug
refated. Later occurrence of gastrointestinal symplems could be due to lactic acidosis or other serlous disease.
1 evels of fasting venous plasma lactate above the upper limit of normal but less than 5 mmol/L in patients taking
GLUCOPHAGE do not necessarlly indlcate impending lactic acidosis and may be explainable by other mecha-
nisms, such as pooriy 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 metaholic
acldosis lacking evidence of ketoacidosts (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
hydrachioride is dlalyzabte (with a clearance of up to 170 mL/min under good hemodynamic conditions), prompt
hemodialysis Is recommended to correct the acidosis and remove the accumulated metformin. Such
r;gggg%%rn g)ﬂen resufts In promp? reversal of symptoms and recavery. (See also CONTRAINDICATIONS and

SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration of oral antidlabetic
drugs has been reported to be associated with Increased cardiovascular mortality as compared to treatment with
dict alone or diet plus insulin,
PRECAUTIONS: General: Monitoring of renal function —GLUCOPHAGE is known to be substantially excreted by the
kidncy, 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 fimit of normal for their age should not receive
GI.ICOPHAGE. In patients with advanced age, GLUCOPHAGE should be carefully titrated to establish the minimum
dosq for adequate glycemic effect, because aging is associated with reduced renal function. In elderly patients, renat
function should be monitored regularly and, generally, GLUCOPHAGE should not be titrated to the maximum dose (see
DOSAGE AND ADMINISTRATION). Before initiation of GLUCOPHAGE therapy and at least annually thereafter, renal
function should be assessed and verified as normal. In patients in whom development of renal dysfunction is
anticipated, renal function should be assessed more frequently and GLUCOPHAGE discontinued if evidence of renal
impairment is present. — Use of concomitant medications that may affect renal function ar metformin disposition
- -Concomitant medication(s) that may affect renal function or resultin significant hemodynamic change or may inter-
fere with the disposition of GLUCOPHAGE, such as cationic drugs that are eliminated by renal tubular secretion (See
DOruy lmeractions), should be used vith caution. — Radiologic studles Involving the use of fodinated contrast mate-
rias (for example, Infravenous urogram, Intravenous cholanglography, anglography, and scans with contrast
materlals)— Parenteral contrast studies with iodinated materials can lead to acute renal failure and have been asso-
clated with lactic acidosis in patients receiving GLUCOPHAGE (see CONTRAINDICATIONS). Therefore, in patients in
v/homn any such study is planned, GLUCOPHAGE should be vithheld for at least 48 hours prior to, and 48 hours
suhsequent to, the procedure and reinstituted only after renal function has been re-evaluated and found to be normal.
- - Hypoxie states — Cardiovascular collapse (shock) from whatever cause, acute congestive heart failure, acute
myocardial Infarction and other conditions characterized by hypoxemia have been associated vith lactic acidosis and
may itiso 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 fiuids) and should not
be restarted until the patient’s oral intake has resumed and renal function has been evaluated as normal. — Alcoho!
Intake —Alcohol is known to ﬂotentiate the effect of metformin on lactate metabolism. Patients, therefore, should be
viarnad against excessive alcohol intake, acute or chronic, while receiving GLUCOPHAGE. — Impaired hepatic func-
ton- ~Since impaired hepatic function has been associated with some cases of lactic acidosis, GLUCOPHAGE shou!d
generally be avoided in patients with clinical or laboratory evidence of hepatic disease. — Vitamin 8y, lovels — A
decrease to subnormal levels of previously normal serum vitamin By, levels, without clinical mantfestations, is
obscrved in approximately 7% of patients receiving GLUCOPHAGE in controlled clinical trials of 29 weeks duration.
Suchdecreasg, possibly dueto interference with By, absorption from the B,,-intrinsic factor complex, is, hovvever, very
rarcly associated with anemia and appears to be rapidly reversible with discontinuation of GLUCOPHAGE or vitamin B,
supp'ementation. Measurement of hematologic parameters onan annual basis is advised in patients on GLUCOPHAG@
and any apparent abnormalities should be appropriately investigated and managed (see Laboratory Tests). Certain
individuals (those with inadequate vitamin B,, or calcium intake or absorption) appear to be predisposed to developing
subnormal vitamin By, levels. In these patients, routine serum vitamin B,, measurements at two- to three-year inter-
vals may ba useful.— l:haa%e Inclinical status of previously cantrolled diabetic — A diabetic patient previousty vrel!
controlied on GLUCOPHAGE who develops laboratory abnormalities or clinical illness (especially vague and poorly
defincd iliness) 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 teve!s. If
acidosis of either form occurs, GLUCCPHAGE 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, wwhen strenu-
ous exercise is not compensated by caloric supplementation, or during concomitant use with other glucose-lowering
anents (such as sulfonylureas) or ethanol. Elderly, debilitated or mainourished patients, and those with adrenal or
Ektuilary insufficiency or alcohol intoxication are particularly susceptible to hypoglycemic effects. Hypoglycemia may
e difficult to recognize in the elderly, and in people who are taking beta-adrenergic blocking drugs. — Loss of control
ofblaod glucose —When a patient stabilized on any diabetic regimenis exposed to stress such as fever, trauma, infec-
tion, ur surgery, a temporary loss of glycemic control may occur. At such times, it may be necessary to withhold
GLUCOPHAGE and temporarily administer insulin. GLUCOPHAGE may be reinstituted after the acute episode is
resolved. The effectiveness of oral antidiabetic drugs in lowering bloed glucose to a targeted level decreases in many
paticnis 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 theracpg‘ Should secondary failure occur with GLUCOPHAGE or suifonylurea
monoticrapy, combingd therapy with GLUCOPHAGE and sulfonylureamay resultina response. Shou!d secondary fail-
ure oceur vith combined GLUCOPHAGE/sulfonylurea therapy, it may be necessary to initiate insulin therapy.
- -Information tor 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 heinatologic 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. Paticnts should bo
advised to discontinue GLUCOPHAGE ' (metformin hydrachleride tablets)immediately and to promptiy notify their heaith
practitionerif unexplained hyperventilation, myalgia, ma'aise, unusual somng'ence or othernonspecific symptoms aveur.
Once a patient is stabilized on any dose leve! of GLUCOPHAGE, gastrointestinal symptoms, which e common
during initiation of therapy, are unlikely to be drug refated. Later occurrence of gastrointestinal symptoms could b
due to lactic acidosis or other serious disease. Patients should be counselied against excessive alcoho! intaka, cither
acute or chronic, while receiving GLUCOPHAGE. GLUCOPHAGE alone does not usually cause hypoglyccmia, although
it may occur vshen GLUCOPHAGE s used in conjunction with oral suifonyiureas. When initiating combination therapy,
the risks of hypoglycemia, its symptoms and treatment, and conditions that predispose to its development should be
explained to patients. (See Patient Package Insert.) — Laboratory Tests: Response to all diabetic therapics should by
monitared by periodic measurements of fasting bleod glucase and glycosylated hemaglobin leves, with a goal of
decreasing these levels toward the normal range. During initial dose titration, fasting glucose can be used to determine
the therapeutic response. Thereafter, both glucose and giycosylated hemaglobin should be monitored. fieasurcments
of glycosyiated hemoglobin may be especially useful for evaluating long-term control (see also DOSAGE AND ADMIN-
ISTRATIGN). Initial and pericdic monitoring of hematelogic parameters (€.9., hemaglobin/hematocrit and red blood el
indices) and renal function (serum creatinineé should be performed, at least on an annual basis. While megaloblastic
anemia has rarely been seen with GLUCOPHAGE therapy, if this is suspected, vitamin B, deficicncy should bo excluded.
— Drug Interactions: Glyburide— In a single-dose interaction study in NIDDM subijects, co-administration of
metformin and glyburide did not resuit in any changes in either metformin pharmacokingtics or pharmacndynamics.
Decreasesin glyburide AUC and Gy vvere observed, butvere highly variable. The single-doso natura of this study and
the lack of correlation betvzeen glygﬁ)r(xde blood leve!s and pharmacedynamic effects, makes the clinical significanco of
this interaction uncertain (see DOSAGE AND ADMINISTRATION, Concomitant Glucophage and Oral Sulfonylurca
Thera%/). — Furssemide —A singte-dose, mettormin-furesemide drug interaction study in healthy subjests demon-
strated that pharmacokinetic parameters of both compounds vvere affected by co-administration. Furosemido
increased the metformin plasma and bloed Cry+ by 22°: and blood AUC by 15%, without any significant ch.m%n in
metformin renal clearance. When administered vith metformin, the Crog and AUC of furosemide were 31¢s and 12°5
smaller, respectively, than when administered aone, and the terminal half-life vas decreascd by 327, vithout any
significant change in furosemide renal clearance. No information is available about the intercetion of motformin and
furosemide vvhen co-administered chronicaliy. — Nifedipine — A single-dose, metformin-nifediping drug interaction
study in normal healthy volunteers demanstrated that co-administration of nifediping increased plasma metformin
Crax and AUC by 20% and 95, respectively, and increased tie amount excrated in the urine. Ty and haif-lifo v:ore
unaéected Nifedipine appears to enhange the absorption of metformin. Metformin had minimal elects on nifedipine.
— Cationie drugs —Cationic drugs (e.9., amileride, digoxin, morphine, procainamide, quinidine, quining, ranitidine,
triamterene, trimethaprim, and vancomycin) that are eliminated by renal tubular secretion thearetically have the paten-
tial for interaction with metformin by cnmgeting for common renal tubular transport systems. Such interaction
between metformin and ora! cimetidine has been observed in normal heaithy volunteers in both single- and multiplc-
dose, metformin-cimetidine drug interaction studies, ith 2807, increase in peak mettormin plasma and whals blood
concentrations and a 40% increase in plasma and vrhele blood metformin AUC. Thera vas no change in climination
half-life in the single-dose study. Metformin had no effect on cimetidine pharmacaokinetics. Although such interactions
remain theoretical (except for cimetidine), carefu! patient monitering and dose adjustment of GLUGOPHAGE and/orthe
interfering drugis recommended n patients wthoaretaking cationic medications thatarc excrated via tho proximal ranal
tubular secretory system. -— Other — Certain drugs tend to produce hyperglycemia and may lead to foss of glycemic
control. These drugs include thiazide and other diuretics, corticosteraids, phenothiazines, thyroid products, cstrogens,
oral contraceptives, phenytoin, nicotinicacid, sympathomimetics, ca'cium channe! blocking drugs, and isoniazid. Whan
such drugs are administered to a patient receiving GLUCOPHAGE, the patient should be closely observed to maintain
adequate glycemic contrel. In heaithy votunteers, the pharmacokinetics of metformin and propranotol and metformin
and ibuprofen v-ere not affected when co-administered in sing'e-dose interaction studies. Netforminis negligibiy bound
to plasma proteins and is, therefore, less likely to interact vith highly protein-bound drugs such as salicylates, sutfon-
amides, chloramphenicol, and probenecid, as compared to the sulfonylureas, vhich ara extensively bound to scrum
proteins. — Carcinogenests, Mutagenesls, Impairment of Fertility: Long-term carcinogenicity studies have been
performed in rats (dosing duration of 104 v:eeks) and mice (dosing duration of 91 v:zeks) at doses uR toand including
900 mg/kg/day and 1500 mg/kg/day, respectively. These doses are both approximately three times the maximum re¢-
ommended human daily dose ona body surface area basis. No cvidence of carcinegenicity vith metformin vias found in
either male or female mice. Similarly, there v-as no tumarigenic potential observed vith metformin in male rats. However,
anincreased incidence of benign stromal uterine polyps v:as seen in fema'e rats treated vith 860 mp/kg/day. No evidence
of amutagenic potentialof metformin vas foundin the Ames test (S. fyphimurium), gene mutationtest (mouse lymphoma
cells), chromosomal aberrations test (human lymphocytes), or in-vivo micronuclei formation test émouse bona
marrov). Fertility of male or female ratsvzas unaffected by metforminadministration at doses as highas 600 mp/ko/day,
orapproximately totimes the maximum recommended human da‘ly doseon abody surfacoarea basis.- - Pregnancy:
Teratogenic effects — Pregnancy Category B. Safety in pregnant w-omen has not been established. RMetformin vas
not teratogenic in rats and rabbits at doses up to 600 mp/kg/day. or about to times the maximum recommended
human datly dose on a body surface area basis. Determination of fetal concentrations demanstrated a partial plasental
barrier to metformin. Because animal reproduction studies are not alv/ays predictive of human respense, any decision
to use this drug should be balanced against the benefits and risks. Because recent information suggests that abnormal
blood glucese levels during pregnancy are associated vith a higher incidenca of congenital abnarmalities, thera is a
consensus among experts that insulin be used during pregnancy to maintain blood glucose levels as close to norma!
as possible. — Nursing Mothers: Studies in factating rats shov: that metformin is excreted into milk and reaches lovels
comparable to those in plasma. Similar studies have not been conducted in nursing mathers, but caution should be
exercised in such patients, and a decision shou'd be made vhether to discontinue nursing or to discontinug the drug,
taking into account the impartance of the drug to the mother. — Pediatric Use: Safety and effectiveness in children hava
notbeenestablished. Studies in maturity-onset diabetes of theyoung (0DY) havanot been conducted. - - - GeriatricUse:
Controlled clinical studies of GLUCOPHAGE did not include sufticient numbers of e!deniy patignts to determino vehether
they respond differently from younger patients, although ather reported clinical exgcrianue has notidentiticd differences
inresponses betv:een the elderly and younger patients. GLUCOPHAGE is knov:n to be substantially excrated by the kidney
and becausetherisk of serious adverse reactionsto the drugis greater in patients vithimpailed remal function, it should oniy
be used in patients vith normal renal function (see CONTRAINDICATIONS, CLINICAL PHARMACOLOGY, Pharmacoki-
netics). Because aging is associated vith reduced rena! function, GLUCOPRAGE should ba used with caution as age
increases. Care should be taken in dose selectien and should be based on careful and regular monitoring of ranal
function. Generaliy, elderly patients should not be titrated to the maximum dose of GLUCOPHAGE (sce also DOSAGE
AND ADMINISTRATION).
ADVERSE REACTIONS: Lactic Acldosis: See WARNINGS, PRECAUTIONS and OVERDOSAGE Scctians. - -- Gastroin-
testinal Reactions: Gastrointestinal symptoms édiarrhea. nausea, vomiting, abdeminal bloating, flatulence, and
anorexia) are the most commaon reactions to GLUGOPHAGE and are approximately 30°. more frequentin Emcnts on
GLUCOPHAGE monatherapy than in placebo-treated patients, particulariy during initiation of GLUCOPHAGE therapy.
These symptoms are g lly ient and resolve spantancously during continued treatment. Occasionally, tempo-
rary dose reduction may be useful. In controlled trials, GLUCOPHAGE vas discontinued due to gastraintestingl ree-
tions in approximately 4% of patients. Because gastrointestinal symptoms during thcraE{ intiation appear to be
dose-related, they may be decreased by gradual dose escalation and by having patients take GLUCOPHAGE vith meals
(see DOSAGE AND ADMINISTRATION). Because significant diarrhea and/or vomiting may cause dehydration and pre-
renal azotemia, under such circumstances, GLUCOPHAGE should be temporarily discontinued. For patients v:ho have
been stabilized on GLUCOPHAGE, nonspecific gastrointestinal symptoms should not be attributed to therapy unless
intercurrent illness or lactic acidosis have been excluded. — Speclal Senses: During initiation of GLUCOPHAGE ther-
apy, approximately 3% of patients ma]y complain of an unpleasant or metallic taste, vhich usually resoives sponta-
neously. — Dermatologic Reactions: The incidence of rash/dermatitis in controlled cfinical trials vxas comparable to
placebo for GLUCOPHAGE monotherapy and to sulfonylurea for GLUCOPHAGE /sulfonylurcatherapy.- - Hematotogic:
See aiso PRECAUTIONS). During controlled clinical triais of 29 v:eeks duration, approximately °. of pationts on
LUCOPHAGE menotherapy and 6%5 of patients on GLUCOPHAGE/sulfonylurea therapy developed asymptomatic
subnormal serum vitamin By, levels; serum folic acid levels did not decrease significantly. However, only tive cases of
megaloblastic anemia have been reperted with metformin administration (none during U.S. clinical studies) and no
increased incidence of neuropathy has been observed. Therefore, serum B, leve!s should be appropriately monitored
or periodic parenteral By, supplementation considered.
OVERDOSAGE: Hypoglycemia has not been seen even vith ingestion of up to 85 grams of GLUCOPHAGE, although
lactic acidosis has occurred in such circumstances (see WARNINGS). Netformin is dialyzable with a clearance of
up to 170 mimin under good hemodynamic conditions. Therefore, hemodialysis may be usefu! for removal of
accumulated drug from patients in vvhom metformin overdosage is suspected.
Consult package insert before prescribing GLUCOPHAGE (metformin hydrochloride tablets). F5-BCO1A 1/35
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, NJ 08543 USA.

[MEDWatch 1-800-332-1088 available to report serious adverse events for any dru&l

© 1995 Bristol-Myers Squibb Company, Princeton, NJ F5-K013 issued: October 1895



EFFECTIVE RESULTS
Overall response to CAVERJECT by clinical evaluation’ B 72% EFFECTIVE IN OFFICE: 76 of 105

patients titrated to an optimum dose
received at least one evaluation of full
rigidity.** Placebo produced no response in
the double-blind arm of the study:

B 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.” At-home therapy requires proper
training of the patient in self-injection.

: : W EFFECTIVE THERAPY: Intracavernosal injec-
From the open-label, dose-escalation phase of a multicenter, . . . e
randomized, double-blind, placebo-controlled crossover study. tion ther. apy with CAVERJ ECT is indicated
Of 153 patients randomized into the study, 105 patients in patiem-s with erectile dysfunction due to

completed the dose-ranging phase and entered the self-injection | ) . .
phase. vasculogenic, neurogenic, psychogenlc, or

mixed etiology.””

*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
*Assessments of erection response were recorded at 5,10, 15, 30, and the drug or conditions that might predispose them to priapism, and in
120 minutes after injection. men with penile implants or anatomical deformities of the penis.

t Patients previously received self-injection training and titration to an SPatients should contact their physician or seek immediate medical
optimum dose (a dose that induced an erection sufficient for inter- assistance if an erection persists longer than 6 hours.
course). Response was defined as a full or partial erection leading to
satisfactory intercourse. ”ln one self-injection clinical study where duration of use was up to
18 months, the incidence of fibrosis was 7.8%.

©1995 The Upjohn Company Please see adjacent page for brief summary of prescribing information.




CAVERJECT
for Erectile Dysfunction

Proven Effective
== Pharmacologic Treatment

¢

4

SAFETY CONSIDERATIONS

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

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

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

M 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.

Regardless of Etiology

HOW SUPPLIED

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

» a disposable syringe prefilled with diluent
» a vial of 10 or 20 mcg of CAVERJECT Sterile Powder
» two alcohol swabs

» a patient instruction leaflet

Caverjects::
alprostadil for injection

PROVEN EFFECTIVE TREATMENT



Caverject:.
alprostadil for injection

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 eticlogy, aiso an adjunct to other diagnostic tests in the diagnosis of erectie dysfunction.
CONTRAINDICATIONS: Knovn hypersensitivity to the drug; conditions that might predispose the patient to pri-
apism, such as sickle cell anemia or tralt, muttiple myeloma, or leukemia; anatomica! penile deformity, such as
anqulation. cavernosal fibrosis, or Peyronig’s disease; and peni'e implants. Do not use CAVERJECT in women,
chiidren, or newborns or in men who should not engage in sexual activity.

PRECAUTIONS: General Precautions: Priapism serection lasting over 6 hours) can occur. Instruct the patient to
immediately report and seek medical assistance for any erection that lasts longer than 6 hours. Treat priapism
according to established medical practice. Penile fibrosis, including Peyronig's disease, occurred in 3% of
patients in clinical studies (incidence was 7.8% in one 18-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. Anticoaquiant therapy (such as war-
farin or hepann) may increase the tendency for h!egding' after injection. D;gj;nose and treat undertying treatable
medical causes of erectile dysfunction before starting therapy with CAVERJEGT. CAVERJECT combined with
other vasoactive 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 eise use his prescription medi-
cines. Patient Information: Thorough training in seff-injection technique is required before CAVERJECT can be
used at home. The dose is established in the physician’s office. Carefuliy foow preparation instructions inclued
with each package of CAVERJECT. Discard vials with preciptates or discaloration. The vial is designed for single
use; therefore, discard the vial and any remaining solution once the proper amount is withdrawn. Propery 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. Counse! Faﬁems 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 bigeding 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 antihypertensive drugs, diuretics, antidiabetic agents (including insulin), or nonsteroidal anti-inflammatory
drugs had no effect on the efficacy and safety of CAVERJECT, Pharmacokingtic drug-drug interactions between
alprostadi and other agents were not formally studied. Carcinogenesis, Mutagenesis, and Fertility Impairment:
Long-term carcinogenicity 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 iritancy or nungeni]e tissue lesions that could be directly related to
alprostady; any lesions noted were reversible; and histologic changes in the penis had regressed at the end of the
4-vseek recovery pericd.

PREGNANCY, NURSING MOTHERS, AND PEDIATRIC USE: CAVERJECT is not for use in newborns, children, or

women.

ADVERSE REACTIONS: Local Reactions: Reported by 1% ar more of patients treated with CAVERJECT
n::1,861): penile pain §33%. comgared with 2% of 294 patients injected with placebo); prolonged erection
455); penile fibrosis (3%, see PRECAUTIONS); ini:ac\ion-she hematoma (3%); penis disorder (3%, includes

numbness, yeast infection, irritation, sensitivity, phimosis, pruritus, erythema, venous leak, penile skin tear,

strange faeiing of penis, penile head discoloratian, and itch at tip of penis); injection-site ecchymosis (25);

pentle rash (1%5); and penile edema (1%). Penile pain was mild or moderate in intensity in most cases; 3% of
atients stopped treatment because of penile pain. n most cases, spontangous detumescence followed pro-

rmlga‘d‘crmiqn (erection that lasts 4 to 6 hours) and priapism (erection that lasts [anger 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. Faflure to treat priapism immediately may resuft
in penile tissue damage and permanent loss of potency. Most cases of hematoma and ecchymosis were attributed
to faully iniection technique. |.ocal reactions reported by less than 15 of patients: balanits, injection-site hemor-
rhage, inection-site inflammation, injection-site itching, injection-site swelling, injection-site edema; urethral bleed-
ing, penile warmth; numbness, yeast infection; imitation, sensitivity, phimosis, pruritus; erythema; venous leak;
painful erection; and abnormal ejaculation. Systemic Events: Reported by 155 or mare of gaﬁents treated with

CAVERJECT (n==1,861): upper respimor% tract infection (452); hypertension (25); headache (2%); fiu syndrome

(265); sinusitis (2%), prostatic disorder (2%, includes Prostaﬁtis, pain, hypertrophy, and enlargement); localized

pain (25); trauma (2%); diziness (1%); back pain (1%); nasal congestion 1%?; and cough (1%). i

avents fudned by investioatars to | b_a‘p,ngsjmr related to the wse of CAVERJECT were reported for less than 1% of

patients and included testicular pain, scrotal 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-agplication-site
pruritus, skin neoplasm, nausea, dry mouth, increased serum creatinine, leg cramps, and mydriasis. Blood pres-
sure decreases and pulse rate increases were observed in cfinical studies and appeared to be dose related (seen
princi ally at doses above 20 microFrams and above 30 micregrams of alprostadil, respecﬁve&; changes were
usualy clnically unimportant (3% of patients stopped because of symptomatic hypotension). CAVERJECT had
na clinically important effect en serum or urine laboratory tests.

OVERDOSAGE: If intracavernous overdgse with CAVERJECT occurs, place patient under medical supervision

until any systemic effects have resolved and penile detumescence has occurred. Symptomatic treatment of

systemic s&mpmms is amﬁriale. o . o

DOSAGE AND ADMINIS! ON: Individualize each patient’s dose by careful physician-supervised titration,

following the initial titration guidelines in the pmducé?ackage insert. Doses greater than 60 micrograms are not

recommended. [n general, use the lowest possible effective dose. A 1/2-inch, 27- to 30-gauge need'e is generally
recommended. Initlal Titration in Physigian's Office: Follow the initial titration instructions that appear in the
product package insert, .d,tlsagﬁ'f!@til_nswli.ﬂ.ns.ﬂﬂiemmrl(ﬁ_n%_mmlmmmﬂmm. In ane
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 micro?rams. Maintenance Therapy: Properly

instruct and train the patient in the sef-injection technigue, 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 seif-injection, if required, should

oniy be made with physician consultation and should foliow initial titration guidelines. CAVERJECT was effective

for up to 6 months in an uncontrolled, seif-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 mem% 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.

CAVERIECT as an Adjunct to the Diagnosis of Erectile Dysfunction; In pharmacologic diagrostic testing for

erectile dysfunction, monitor patients for the occurrence of an erection after an intracavernosal irgection of

CAVERJECT. Use CAVERJECT as an adjunct to laboratory investigations to allow visualization and assessment

of ?enile vasculature. For these tests, use a single dose of CAVERJECT that induces a firm and rigid erection.

Sohution Preparation; Refer to product package insert for reconstitution instructions.One mL of sterile water
reserved with 0.945% w/v benzyl alcohol or bacteriostatic water for injection vith benzyl a'coho! must be used
or reconstitution. Use the solution immediately after reconstitution; do not store or freeze. Inspect reconstituted

solution visually for particulate matter.

CAUTION: Federal law prehibils dispensin% without a prescription. |

Store vials at refrigerated temperatures of 2°C t0 8°C (36°F to 46°F) until dispensed. After dis%ensing, unused

packages of CAVERJECT Sterile Powder may be stored up to 3 months at or below 25°C (77°
Pharmacia & Upjohn, Inc + Kalamazoo, M1 49001, USA B-1-§
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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 threc

concise, practical volumes. Enhancements include

v Revised Diagnosis and Classification Criteria
v/ Updated Information on Pathogenesis
| ¥ New Strategies for Achieving Better Metabolic Control

| ¢ New Information on Ireating Diabetes Complications

Medical Management of
Type | Diabetes (PMMT1)
Nonmember; $37.50; Member: $29.95
Medical Management of
Type Il Diabetes (PmMmT2

Nonmember: $

50; Member: $29.9¢
Therapy for Diabetes
Mellitus, 2nd Ed (PMTDRD2

Nonmember: $34.50; Member: $27.5(
sssssessssane

3-Volume Guide (pmmsa

Nonmember: $98.55

Advance
[ Orders Accepted
|

| SAVE 10% WHEN YOU ORDER THE $SET!

Member: $78.65

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 Middle Inital Last Name
| Title Company Name
| Streer Address Suite/Apt #
| Additional Addtess Info
1 City State Province Country Zip Code
f
| [tem# Item Name Quy Unit Price Total
| Shipping & Handling Publications Subtotal $
| > " . 1.1
up to $30.00  add $3.00 VA Residents Add 4.5% Tax.....$
$30.01-$50.00 add $4.00 Shipping & Handling $
| over $50.00  add 8% Total Duc 3
!_J Payment enclosed (check or money order P16C26
| Charge my: VISA IM/( JAMEX
| Account #
Signature Exp. Date

l Mail to: ADA Order Fulfillment Dept.
‘ P.O. Box 930850, Atlanta, GA 31193-0850
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Techmque-mdependent
simpliaty
The GLUCOMETER ENCORE®

Diabetes Cate 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 strip
for easier handling and sample
application. All at a price thats
easy to afford.

Actual Size

GLUCOMETER

ENCORE

FOR EXCEPTIONAI. PERFORMANCE AT AN AFFORDABLE PRICE,

'ENCORE!

Accurate rellable results.

Reliable results, and excellent
correlation with laboratory

reference methods, are maintained

actoss a broad dynamic range. In
addition, a 10-test memory makes
patient record-keeping more
convenient by storing test results
for subsequent loghook entries.

Recommend the blood glucose
meter that delivers a better
all-around performance at a
more affordable price.
Demand an Encore.

*Offer good January 1 through

June 30, 1996. Contact your Bayer
Corporation, Diagnostics Division
representative for more information, or
call 1-800-445-5901 (8:00 AM -4:30 PM,
Eastern Time, Monday-Friday).
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(arbohydrate (ounting is Here! << cccccccccee

Whad Is Three Levels Let You Individvalize Teaching

arbslnralimi Copublished by the American Diabetes Association and The American Dietetic
Sie]ldo)ey gl :g;@iﬂlf; o ’ X
= Ly WA 5 Association, these Carbohydrate Counting booklets are available at three levels
@9”&3@@3@ ﬂ@b] of complexity (see below) to help you meet the varied needs of your patients.
753]}]9 ?g@g}) 17 Each package includes 10 booklets and accompanying professional information.
AR 0ABARINARABATNFRARNBRABAVERRAIRTESARANS Ge"ing .N\ " - ) ] Moving on : "‘
ll‘bOlTYd‘l‘ﬂte Counting is a new Started % IMIEATE (01 vy, (I-EVEI 2): \ "“'”'“ TRV
diabetes meal planning approach (Level 1): sl HHM Martyl Patients learn to 'Ul e (y
found to be effective during the Introduces the identify and
Diabetes Control and Complications concepts of carbo: IIEEpIES aiiems
Trial (DCCT). Studies have proven that hydrate counting, in their blood glu-
bohydrate(CHO) int 1' i Phe sk Patients will learn cose levels based on
£ m ; b which foods their food intake,
al v affecting b glu i ﬁm:u contain carbohy- _ medication, and
thongh they vary in nutritive e, drtesad how 18 i physical activity
mhydmm have n“ﬂy equal impact consume consistent (known as pattern
on blood sugar. Therefore, emphasis is amounts on a daily basis. Intended for all management). Intended for any patient who has
placed on the total amount of CHO con- diabetes patients (IDDM, NIDDM, or GDM). mastered the basics of carbohydrate counting,
sumed, rather than the type. #CCCLI1 #CCCL2
Carbohydrate Counting gives patients Nonmember: $18.00; Member: $15.00 Nonmember: $18.00; Member: $15.00
more food choices and greater meal
Planmns n‘ﬁbﬂﬂy- And because it uSing ]
offers a more precise matching of food,  Carbohydrate/ 1IN i, Sample Pack
- . V. il
activity, and medication, it can lead to Insulin Ratios > Il i i Includes one copy of each
improved blood glucose control. (Level 3): . p booklet and the professional
Building on the skills /( ) guide. #CCCSP
taught in levels 1 and
Order Toll-Free 2, it teaches patients

1-800-ADA-ORDER i
changes in food or

(2 32-673 3) physical activity using

(multiple daily injections or insulin pump) who

. a ratio of carbohy- have mastered insulin adjustment and supple-
VISA ¢ MasterCard ® American Express T . . . : a4
Welcomed drate intake to insulin dosage. Intended for mentation. #CCCL3
Secan patients on intensive insulin management Nonmember: $18.00; Member: $15.00

P27C26 e Please mention this code when ordering
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Single-Topic Diabetes Resources

his handy new resource contains reproducible client handouts covering a variety of diabetes
topics, as well as a professional guide for each handom The hflndOUlQ are interactive, allow-

1,

ing you to tailor the teaching process and f_A 2

content to an individuals needs. They are also
ideal for diabetes education classes. Sl L 3 . o
i Fach 2-sided handout covers a single topic and follows a standard format. The first section
wit. woo2o | 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 Lo increase interactivity; additional Amerlcan
learning objectives; and client and professional resources. #CSTDNR Dlabet,es_
Nonmember: $25.00; Member: $21.00 -Association



When the goal is
metabolic control . . .

Now there’s a great-tasting choice.

Choice.

For flexibility to improve
metabalic control.

{ Y( Consistentwith the latest nutritional
_, recomméndations for diabetes'?
’V( Uniqucl'w fMulated . . . for excellent taste and acceptance
1\?[ Conveni ady-to-use drink . . . for flexibility in meal
' iabetes self-management

Deligi®us v: or in 8 oz liquid, 12 cans per case.
dV-to-hang form.

tions and l‘lmul\lu for People With Diabetes Mellitus. Position Statement of the American
Dinbetes Care. 1994;17:519-522.

§ Bantle TP, Beebe CA, Brunzell JD, Coulston AM, Henrv RR, Hoogwerf BJ, Stacpoole PW
the Management of Diabetes and Related Complications. Diabetes Care. 1994;17:490-518

s © 1995, Mead Johnson & Company, Evansville, Indiana 47721, US.A.  Mead Johnson is a registered tradem
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Imagine a blood glucose monitor
that actually lets you test like this.

Introducing the NEW Precision Q-1-p™ 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-1-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-1-D System. It’s new. It’s easy. And it’s available only from MediSense.

Introducing the revolutionary new
Precision Q:I'D" System.

- Better -

4 Control )

For more information on the new
Precision a::0 System, call
MediSense at 1-800-527-3339

s non-infrusive:



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

American
Diabetes
Association

n Name:

Address: _ City State Zip
Degrees: / Home Phone Office Fax
n Primary Area of Focus: Clinical Practice Research Education Industry
[} Choose Your Membership Category
Category I: Recommended for Physicians Category II:

Dues:
J Domestic Members: $125

- Domestic in Training Dues; $65

Journal Selection (choose one):

J Diabetes Care (monthly): Clinical care and research

U Overseas Members: $180
U Overseas in Training Dues: $95

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

Dues:
3 Domestic Members: $75

Q Domestic in Training Dues: $38

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

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

J Overseas Members: $115

J Overseas in Training Dues: $45

“If tyou 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 below.

University or college attended:

Degree(s)

Date Earned:

n Order Additional Publications at “Members-only” Rates: Domestic/International Rates (only single subscriptions arailable for each of the following journals)

Dom/Interl’
4 Diabetes Care (monthly) $7 5/$l’30
1 Diabetes (monthly) $75/$130

Select One FREE Council Membership:

Extra Council Memberships are §25 each.

 Behavioral Medicine and Psychology

d Diabetes in Pregnancy

J Complications

J Education

J Exercise

J Foot Care

J Molecular, Cellular and Biochemical
Aspects of Diabetes

< Clinical Endocrinology, Health Care
Delivery and Public Health

J Diabetes in Youth

J Epidemiology and Statistics

< Immunology, Immunogenetics
and Transplantation

 Nutritional Sciences and Metabolism

(PP)
(BB)
(TT)
(88)
(XX)
(RR)

(MM)
(FF)
(EE)
(CC)

(J9)
(NN)

Mark Your Primary Work Setting:

J University/Academic (1)

J Private/Group Practice (2)

) Hospital (3)

4 HMO (4)

4 Public Health (5)

4 Government (7)

4 Pharmacy (8)

J Pharmaceutical/Manufacturing (9)
J Nursing Home (10)

J Home Health (11)

Dom/Interl’ Dorflnterd’ Densinteil
13 Diabetes Reviews (quarterly) $45/$6% 0 Diabetes Spectrum (quarterly) $30/45 1996 Abstract Book (annual) $lll/é181

O Clinical Diabetes (bi-monthly) $15/$21 1 Diabetes Forecast (monthly) $12/337

Circle one Primary (P) and one Secondary (S)Specialty
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§  AD Administration P S IUImmunology P S  PHPublic Health
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S ED Education P S NU Nutrition P S  PSPsychiatry

S ENAdult Endocrinology P S  OG Obstetrics’/Gyn. P 8§ PT Pathology

S  EP Epidemiology P S OPOphthalmology P S  PXPhysical Therapy

S  EXExercise Physiology P S  OR Orthopedics P S  PYPhysiology

§  FP Family Practice P 8§  0SOsteopathy P S SUSurgery
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§  GT Genetics P S PCPsychology

S IMInternal Medicine =~ ! S PEPediatrics

B Enclose Payment and Mail Today!

2 New Membership or J Renewing Membership <3 Check: payabte to the Ameviean Diabetes Association

Member Dues: < Chargemy J VISA J MasterCard
CategoryI$ or CategoryI1$ J American Express
Additional Subscriptions: $ $ Account No# S
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Dues amount set aside for publications are:
o Category I (Diabetes or Diabetes Care): $75
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Professional Section Membership
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Phone:  (703) 549-1500

Fax: (703) 549-6995.

Allow 4-6 weeks to process your order. Prices are
subject to change. Payment must accompany onder
in US funds drawi oi US bank.
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ANNUAL
ADVANCED
POSTGRADUATE COURSE

Now York City - January 19-21, 1996

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

The following scssions will be recorded and audio tapes will be available for pick-up shortly after completion of the session near the
registration arca. 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 delivery.

Friday, January 19, 1996

0O ADA96-01 Novel Pharmacological Treatments for NIDDM Donald
8.00um-8:40am (. Simonson, AMD

O ADA96-02 Physiologic Insulin Replacement: Meeting the Challenge
8:10um-9:20um Bernard Zinman, A\[D

0O ADA96-03 Docs Exogenous Insulin Cause Macrovascular Disease in
9:20am-10:00am  NIDDM? Michael P. Stern, MDD (Pending release)

O ADA96-04 Standardization of the IIbA,. Assay David Af. Nathan,
11:00am-11:40um AD

O  ADA96-05 The Diabetes Prevention Program (DPP): Can We
11:40um-1220pm Prevent the Development of NIDDN? David AL Nathan,

AD

O ADA96-06 Management of Hyperthyroidism Leonard Wartofsky.
1:45pm-2:25pm AD

0O ADA96-07 Endocrine Disorders and their Relationship 1o Sexual
2:25pm-3:05pm Dysfunction Arnold Aelman, D

0O  ADA96-08 Clinical Utility of Growth Hormone Administration in
3:50pm-4:30pm Adults Silvio Inzucchi, MD

0O ADA96-09 Diagnosis and Management of Cushing Syndrome
4:30pm-S:10pm Norman Fleischer, A[D

Saturday, January 20, 1996
0O  ADA96-10 The Control of Food Intake and Body Weight Stephen C.

8:00um-R:10am Woods, PhD
0O ADA%-11 The Genetics of Obesity Jeffiey Al Friedman, A[D. PhD
8:400m-9:20um

First Name Last/Family

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

City, State/Country Zap:Postal Code
(2 ()

Daytime Telephone Fax

O Cash O Travelers Checks

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

O [ve— ] O [— Expiration Date /
= ° €3 & —

Card Number

Cardholder Signature

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

Please check tapes desired, complete this form and
mail to:

AVW/SOUND IMAGES

7388 South Revere Parkway, Suite 806
Englewood, CO 80112 USA

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

f7/1ané Zx ou./

O ADA9%6-12 The Pharmacological Treatment of Obesity Afichael
9:20am-10:00am  [{gintraub, AD

O ADA96-13 Should We Pay Attention to Micronutrients in the Diet?
11:00am-11:40am — 4rshag D. Mooradian, AID (Pending release)

O ADAY-14 Treatment of Eating Disorders in Diabetes Gary AL
H:40am-12:20pm  Rodin, AMD

0O ADA9%6-15 What are Appropriate Outcome Measures for Diabetes
1:45pm-2:45pm Care and Education? David K. AfcCulloch. AID

0O ADA9%6-16 Using the New Nutrition Tools in Clinical Practice .4nne
Laspm-245pm  Daly, MS, RE, CDE: Joyce Green Pastors, MS, RD. CDE

Sunday, January 21, 1996

O ADA9%-17 Delivery of Diabetes Care in a Managed Care Setting
8:00am-8:40am William W. Fore, AfD

0O ADA9%6-18 New Technologies to Measure Blood Glucose «Anthony
8:40am-9:20am P.F. Turner, PhD

O ADA9%-19 Report of the Workgroup to Revise the Diagnosis and
9:20am-10:00am  Classification of Diabetes James A. Gavin 111, MD, PhD

O ADA96-20 Female Sexual Dystunction in Diabetes flana P. Spector,
10:30am-11:10am  phpy

0O ADA96-21 Hormonal Repalcement Therapy in Postmenopausal
Hi:t0am-11:50am  Women with Diabetes Karl L. Insogna, AD (Pending

release)

POSTGRADUATE COURSE MEETING PRICING
{for orders placed after Jan. 21, 1996)
Price per tape $11.00 12 tape storage album $7.00
QUANTITY DISCOUNTS
Any 12 Tapes in 1 FREE Storage Album - $121.00 (save $18.00)

Shipping: Domestic: $1.00 per tape; $2.00 minimum. $10.00 maximum
International: $2.00 per tape; $6.00 minimum

On-Site Post-Meeting
$10.00 each $11.00 each
$110.00/package $121.00/package

Number of Tapes

Number of 12-Tape Packages

Storage Album(s) x $7.00 =

Domestic Shipping

S| |m| s os
Hla|m|en|on

International Air Mail

Standard processing is within 3 working
days. Tor same day RUSH processing, M $
add $12.50. Tor 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 $ $

OFFICE USE

ORDER NUMBER




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 | Carbohydrate
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 1-800-SAY-JELL-O?

st fred
* Cholesterol Free ¢
v

ONI'SAO0S L4vidi 9661 @

FAT FREE SUGAR FREE JELLO PUDDING

SUGAR FREE JELLO GELATIN
SUGAR FREE JELLO GELATIN SNACKS

A proud sponsor of A. American Diabetes Association.

© 1995 American Diabetes Association, Inc. and the American Dietetic Association




AMERICAN DIABETES ASSOCIATION

P o6th 56th SCIENTIFIC SESSIONS

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:
e Translation of 1994 Nutrition Recommen-
dations to In-Patient Settings
e Dyslipidemia Case Studies
e Implementation of an Intensive Insulin
Therapy Program
e Diabetic Foot Care Practicum
Current Controversy:
¢ Molecular Mimicry
Oral Abstract Presentations
State of the Art Lectures

Evening
Awards Banquet

ADA Satellite Symposium

Clinical Trials:

Sunday, June 9
Morning
Concurrent Symposia (8 am - 10 am)
* Novel Signaling Pathways
* Immunology and Autoimmunity
* Diabetes and Heart Disease
e 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
e Advanced Problems in Intensive Insulin
Therapy
* Implementation of an Intensive Insulin
Therapy Program
Current Controversy:
* Xenotransplantation: Current
Controversies in Correct Approaches
Mini-Symposium:
* Pharmacodynamics of Thiazolidinediones
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?

Understanding Design, Management and Analysis

A Workshop for Researchers in Diabetes

Date: June 11 (11:00 pm - 5:00 pm)

and June (8:00 am — 12:00 noon)

Location: San Francisco Marriott
Fee: $95.00

For more information contact
Shirley Ash, ADA

1660 Duke Street. Alexandria

Phone: (703) 549-1500 x2214, Fax: (7

E-Mail: sash@diabetes.org

Evening
President’s Poster Session

Monday, June 10
Morning
Concurrent Symposia (8 am - 10 am)
e Update on New Treatments for the
Complications of Diabetes
e 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

e Dyslipidemia 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 GLUT4 Translocation




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
e 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

oin 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 Self
Management Education
Programs and Applying for
ADA Recognition
Conference

A Recognitiol

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” Advantage System P
More in ameter. For the most out of life . Jf @&

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 pL—30% less blood.

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

Accu-Chek

are with their meters, the more they’ll get out of life—which may be j\ DVANT/\GE
the best feature of all. MELE TRRARE £ 8 fal

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

Accu-Chek’

© 1996 Boehringer Mannheim Corporation. All rights reserved. What 't takes tO take Contl‘0| .



