
195

204

211

214

219

226

231

236

241

246
249

252

255

257

263

274
275
278
287

292

300
303

9 9 6

Original Articles

Influence of intensive diabetes treatment on quality-of-life outcomes in The Diabetes Control and Complications Trial The Diabetes Control and
Complications Trial Research Group

Symptoms and well-being in relation to glycemic control in type II diabetes F.E.E. Van der DoesJ.N.D. Dc Neeling, F.J. Snoek, P.J. Kostense,
P. A. Crootenhuis, LM. Bouter, R.J. Heine

Attending the diabetes center is associated with increased 5-year survival probability of diabetic patients: The Verona Diabetes Study G. Verlata,
M. Muggeo, E. Bonora, M. Corbellini, F. Bressan, R. de Marco

Is the incidence of diabetes increasing in all age-groups in the Netherlands?: results of the second study in the Dutch Sentinel Practice Network
D. Ruwaard, R. Gijsen, A.1M. Bartelds, R.A. Hirasing, H. Verkleij, D. Kromhout

A comparison of renal disease across two continents: The Epidemiology of Diabetes Complications Study and The EURODIAB IDDM Complications
Study • C.E. Lloyd, J. StephensonJ.H. Fuller, T.J. Orchard

Circulating catecholamines and metabolic effects of captopril in NIDDM patients G. De Mattia, C. Ferri, 0. Laurenti, M. Cassone-Faldetta, A. Pkcoli,
A. Santucci

No difference in cardiac innervation of diabetic patients with painful and asymptomatic coronary artery disease M.J. Koistinen, K.E.J. Airaksinen,
H.V. fiuikuri, M.M.K. Linnaluoto,]. Heikkila, P. Torniainen, A. Ahonen

Continued insulin dependence despite normal range insulin sensitivity and insulin connecting peptide levels in a kidney/islet transplant patient
P.R. Atkison, P. Zucker, 1. Hramiak, T.L. Paul,]. Dupre, M.T. Behme, D.W. Scharp, P.E. Lacy, B.J. Olack, C.R. Stiller

The low prevalence of immunogenetic markers in Korean adult-onset IDDM patients Y. Park, H. Lee, C.-S. Koh, H. Min, M. Rowley, I.R. Mackay,
P. Zimmet, B. McCarthy, E. McCanliesJ. Dorman, M. Trucco

Short Reports

Diminished thyroxine-binding globulin in pubertal diabetic children M.H. Connors, D.B. Dunger, H. Chapel, I. Jefferson, T.P. Jowett, P.R. Edwards

Renal function in long-duration type I diabetes P. MackinJ.M. MacleodJ.P. New, S.M. Marshall

A comparison of acarbose versus metformin as an adjuvant therapy in sulfonylurea-treated NIDDM patients M. Bayraktar, D.H. Van Thiel, N. Adalar

Case Report

Human insulin-induced lipoatrophy: successful treatment using a jet-injection device S. Logwin, 1. Congct, M.Jansa, M. Vidal, C. Nicolau, R. Gomis

Review Article

Oxidative stress and diabetic vascular complications D. Giugliano, A. Ceriello, G. Paolisso

Letters

Accuracy of blood glucose meters in pregnant subjects with diabetes P. Stenger, M.E. Allen, L Lisius

D.J. Cox,Sex differences in plasma glucose thresholds for counterregulatory hormone release and hypoglycemia symptom perception
LA. Gonder-Frederick, D.M.Julian, W.L Clarke

Dialogue between clinicians and researchers will lead to a better diabetes classification N.N. Abourizk

Oral glucose tolerance tests M.L Elks

Genetic variation in the j3radrenergic receptor in Japanese NIDDM patients T. Awata, S. Katayama

Hypoglycemia and bilateral cortical blindness M. Odeh, A. Oliven

Symposium on Insulin Resistance

Insulin resistance and atherosclerosis: an overview A. Garg, S.M. Haffner

The insulin resistance syndrome revisited S.M. Haffner

In praise of the hyperglycemic clamp: a method for assessment of /3-cell sensitivity and insulin resistance D. Elahi

Insulin resistance and body fat distribution: contribution of visceral fat accumulation to the development of insulin resistance and atherosclerosis
S. Yamashita, T. Nakamura, I. Shimomura, M. Nishida, S. Yoshida, K. Kotani, K. Kameda-Takemuara, K. Tokunaga, Y. Matsuzawa

Insulin resistance and obesity: the role of fat distribution pattern N. Abate

Perspectives on the News

New and traditional treatment of glycemia in NIDDM

Issues and Updates

SI Units Table

Z.T. Bloomgarden A American
Diabetes

.Association*
ISSN 0149-5992



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

with once-daily dosing at all doses

Non insulin-dependent diabetes mellilus

t Gcistrointeslin.il therapeutic system



*w*"-" Jutfflitfj

Significant decrease in glycosylated
hemoglobin (HbAic) vs placebo1

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

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

Adverse
experiences
reported with
an incidence
of 3% or
more1

Only diarrhea
was statistically
significant vs
placebo.

Asthenia

Headache

Dizziness

Diarrhea

Nervousness

Tremor

Flatulence

placebo (%)
(n=69)

13.0

8.7

5.8

0.0

2.9

0.0

1.4

Glucotrot XL (%)
(rv-278)

10.1

8.8

6.8

5.4f

3.6

3.6

3.2

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

Glucotrol XL1" (glipizide) extended release tablets and imrnediate-rolp.ise
glipizide were compared in a 16-week, multicentei, open-label, crossovei
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

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

When diet alone fails in NIDDM.

GlucotrolJQ.
(glipizide) extended release

Tablets 5mg and 10mg 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
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 rng/day given with
breakfast

Most patients will
**fc| be controlled with

« § ^ 5 mg or 10 mg
taken once daily

Some patients may require up
to the maximum
recommended ^
daily dose of ' ^
20 mg " Jp
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
?. 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
ba 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 Aicmay
ba useful.
Information for Patients: Patients should be informed that GLUCOTROL XL Extended Release Tablets should be
swallowed whole. Patients should not chew, divide or crush tablets. Patients should not be concerned if they
occasionally notice in their stool something that looks like a tablet. In the GLUCOTROL XL Extended Release Tablet,
the medication is contained within a nonabsorbable shell that has been specially designed to slowly release the drug
so the body can absorb it. When this process is completed, the empty tablet is eliminated from the body.

Patients should be informed of the potential risks and advantages of GLUCOTROL XL and of alternative modes of
therapy. They should also be informed about the importance of adhering to dietary instructions, of a regular exercise
program, and of regular testing of urine and/or blood glucose.

the risks of hypoglycemia, its symptoms and treatment, and conditions that predispose to its development should
be explained to patients and responsible family members. Primary and secondary failure also should be explained.
Drug Interactions: The hypoglycemic action of sulfonylureas may be potentiated by certain drugs including
nonsteroidal anti-inflammatory agents and other drugs that are highly protein bound, salicylates, sulfonamides,
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
dnes not interact with salicylate or dicumarql. 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
heen reported. Whether this interaction also occurs with the intravenous, topical, or vaginal preparations of
miconazole is not known. The effect of concomitant administration of Diflucanw (fluconazole) and Glucotrol® has
been demonstrated in a placebo-controlled crossover study in normal volunteers. All subjects received Glucotrol
alone and following treatment with 100 mg of Diflucanu 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, Mutagenesis, Impairment of Fertility: A twenty month study in rats and an eighteen month
study in mice at doses up to 75 times the maximum human dose revealed no evidence of drug-related carcinogenicity.
Bacterial and in vivo mutagenicity tests were uniformly negative. Studies in rats of both sexes at doses up to 75 times
the human dose showed no effects on fertility.
Pregnancy: Pregnancy Category C: Glipizide was found to be mildly fetotoxic in rat reproductive studies at all dose
levels (5 50 mg/kg). This fetotoxicity has been similarly noted with other sulfonylureas, such as tolbutamide and
tolazamide. The effect is perinatal and believed to be directly related to the pharmacologic (hypoglycemic) action of
glipizide. In studies in rats and rabbits no teratogenic effects were found. There are no adequate and well controlled
studies in pregnant women. Glipizide should be used during pregnancy only if the potential benefit justifies the
potential risk to the fetus. Many experts recommend that insulin be used during pregnancy to maintain blood glucose
levels as close to normal as possible.
Nonteratogenic Effects: Prolonged severe hypoglycemia (4 to 10 days) has been reported in neonates born to
mothers who were receiving a sulfonylurea drug at the time of delivery. This has been reported more frequently with
the use of agents with prolonged half-lives. If glipizide is used during pregnancy, it should be discontinued at least
one month before the expected delivery date.

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

In double-blind, placebo-controlled studies the adverse experiences reported with an incidence of 3% or more in
GLUCOTROL XL-treated patients (N=278) and placebo-treated patients (N=69), respectively, include:
Asthenia -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-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 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 A,c levels measured at three month intervals. If no improvement is seen
after three months of therapy with a higher dose, the previous dose should be resumed. Decisions which utilize
fasting blood glucose to adjust GLUCOTROL XL therapy should be based on at least 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 Aic beyond what was achieved with the 10 mg dose.
More detailed information available on request.

LC293A94 ©1994. Pfizer Inc U.S. Pharmaceutical*) Group
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The new Softclix® Lancet Device
Virtually pain-free testing. For a new level of comfort

Now, with a unique dual action, the Softclix® Lancet Device
virtually eliminates the pain of obtaining an adequate drop of blood.
First, the Comfort Dial™ allows your patients to select the exact
penetration depth that's right for their individual skin types. Then, the
precise lancet movement minimizes side-to-side motion that can cause
painful tearing of skin tissue.

And new research shows that depth of penetration and side-to-
side motion, more than anything else, cause the pain in testing. That's
why Softclix® was preferred 3 to 1 over all other devices in a recent
survey*

Have your patients try new Softclix® today. It comes with a
moneyback guarantee, so the only thing they have to lose is the pain of
testing. Contact your Boehringer Mannheim representative for details.

* Data on file, Boehringer Mannheim Corporation.
© 1996 Boehringer Mannheim Corporation. All rights reserved.

Precise
lancet movement
Less side-to-sidt
movement to
prevent skin
tearing.

Unique Comfort Dial
Reduces pain by avoiding
contact with deeper nerves.

Accu-Chek
BLCGD GIUCOS: 'MC)MIirJ.!Kt) SVSl!-fry.

What it takes to take control"



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.t1 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.*1-2

* 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.

<p)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%.:i

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

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 meg of CAVERJECT Sterile Powder

two alcohol swabs

a patient instruction leaflet

Sterile
Powder

alpnostadil for injection
PROVEN EFFECTIVE TREATMENT



'Sterile
Powder

alprostadirfor injection
CAVERJECT<u) Sterile Powder (brand ol alprostadil for injection) For Intracavernosal Use

INDICATIONS AND USAGE: Treatment of erectile dysfunction due to neurogenic, vasculogenic, psychogenic, or
mixed ctjclooy; also an adjunct to other diagnostic tests in the diagnosis of erectile dysfunction.
CONTRAINDICATIONS: Known hypsrsensrrjvity 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
anpulation, 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
immediately report and seek medical assistance lor any erection that lasts longer than 6 hours. Treat priapism
according to established medical practice. EenilajBbrpsjs, including Peyronie's disease, occurred in 3% of
patient; 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. Anticoagulant therapy (such as war-
farin or hepann) may increase the tendency for bleeding after injection. Diagnose and treat underlying treatable
medical causes of erectile dysfunction before starting therapy with CAVERJECT. 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 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 follovy preparation instructions inclued
with each package of CAVERJECT. Discard vials with precipitates or discoloration. The vial is designed for single
use; ttaefore, discard the vial and any remaining solution once the proper amount is withdrawn. Property 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 20minutes. 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 antjhypertensiva drugs, diuretics, antidiabetic agents (including insulin), or nonsteroidal anti-inflammatory
drugs had no effect on the efficacy and safety of CAVERJECT. Pharmacokinetic drug-drug interactions between
a'prostatl.l and other agents were not formally studied. Carcinogenesis, Mutagenesis, and Fertility Impairment:
Long-term carclnogenicity 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 nonpenile tissue lesions that could be directly related to
alprostadil; 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
(n==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, pnimosis, 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%). Eejilejain. was mild or moderate in intensity in most cases; 3% of
patients stopped treatment because of penile pain. In most cases, spontaneous detumescence followed pm:
[nnpd fraction (erection that lasts 4 to 6 hours) and p J a p M (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 piiapism (see DOSAGE AMD ADMINISTRATION). Instruct the patient to immediately report and seek med-
jcal 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. Local reactions reported by less than 1 % of patients: balanitis, injection-site hemor-
rhage, in:ccrjon-site inflammation, injection-site itching, injection-site swelling., injection-site edema; urethral bleed-
ing; penile warmth; numbness; yeast infection; irritation; sensitivity; phimosis; pruritus; erythema; venous leak;
painful erection; and abnormal ejaculation. Systemic Events: Reposed J W I S L A U M B of patients treated with
CAVERJECT (n—1,881): upper respiratory tract infection (4%); hypertension (2%)fheadacne (2%); flu syndrome
(2%); sinusitis (2%); prostatic disorder (2%, includes prostatitis. pain, hypertrophy, and enlargement); focalized
pain (2%); trauma (2vi); dizziness (1%); back pain (1%); nasal congestion (1%); and cough (1%). Systemic
©ants judged J w i n y A s t i ^ were reported tor less than 1% of
patients and included testicular pain, scrotaTdisorder, scrotal edema, hematuna, 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 micrograms 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 packaqc insert; dosage titration instructions differ depending on erectile dysfunction etiology. In one
clinical study, i)6% of patients were titrated to doses of greater liTanTrnicrograms but less than or equal to
20 micrograms; the mean dose at the end of titration was 17.8 micrograms. Maintenance Therapy: Properly
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 tha 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.
CAVJWECIas.arjJdiuneJ^^ 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 participate 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
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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
Mellitus, 2nd Ed (PMTDRD2)
Nonmember: $34.50; Member: $27.50

Advance
Orders Accepted

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

SAVE 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.
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As an Adjunct to Diet to lower Blood »
Alone or With a Sullbnylurei \\ iifii
Glycemic Control Cannot Be Achfcwxi

New Precose™
The First Alpha-Glucosid

Manages hazardous postprandial glucose
peaks to improve glycemic control

Reduces HbAlc levels to help prevent
diabetes complications2

e uii i :

NEW

(acarbose tablets)
NIDDM management from the first bite.



•$!^-*;v.-v ' '



New Precose
First Alpha-Glucosidase Inhibitor1

lie, Aon systemic Mode of Action
Inhibits alpha-glucosidase Effectively Reduces Postprandial Plasma Glucose
-eftzyfhes in the small

intoitfne
Mem change From Placebo in One-Hour Postprandial Plasma Glucose1

Delays carbohydrate
digestion and glucose
absorption

Reduces postprandial
ose peaks and plasma

cose concentration

• Lowers levels of
glycosylated hemoglobin,
as measured by HbAlc

•Works with diet - as
monotherapy or in
combination with a
sulfonylurea*

* Precose itself does not cause

hypoglycemia. When used in

combination with sulfonylureas, it may

increase their hypoglycemic potential.

Oral glucose, whose absorption is not

inhibited by Precose, should be used

instead of sucrose in the treatment of

mild to moderate hypoglycemia.

Dose of
Precose

0

25 mg
(N=110)

50 mg
(N=13D

100 mg
(N=244)

It

a
aSL«

-20

-40

-60

Results from six fixed-dose monotherapy studies were combined to
derive a weighted average of the difference from placebo in mean
change from baseline for one-hour postprandial plasma glucose levels.

*Significantly different from placebo at all doses (P <.O5).

Effectively Reduces HbAlc

Mean Change From Placebo in HbAlc1

Dose of
Precose

100 mg
(N=244)

Mean
Treatment
Effect
(HbAlc %)

Results from six controlled, fixed-dose,
monotherapy studies of Precose in the
treatment of NIDDM were combined
and a weighted average of the difference
from placebo in the mean change from
baseline in HbAlc was calculated.

"Significantly different from placebo.

P = .0001

NEW

(acarbose tablets)
NIDDM management from the first bite.



w Precose
features a Unique Mode of Actii
Offers efficacy not dependent upon absorption

Treats NIDDM without drug-induced hypoglycemia,
hyperinsulinemia, lactic acidosis, or weight gain3

Majority of Side Effects in Clinical Trials
Were GI in Nature, Transitory, and
Related to the Mode of Action1

Carbohydrates not digested in the small intestine are naturally
metabolized by bacteria in the large intestine
Fermentation of undigested carbohydrates may cause abdoi
pain (21% Precose vs 9% placebo), diarrhea (33% Prec<
12% placebo), or flatulence (77% Precose vs 32% plac<
GI side effects generally diminished after 4 to 8 weeks
adaptation of small intestine enzyme activity5

In clinical trials at doses of 50 mg t.i.d. and 100 mg t.ij
(recommended doses), no difference was seen in the
of serum transaminase elevations between Precose an<
In international postmarketing experience with Pre<
500,000 patients, 19 cases of serum transamins
> 500IU/L (12 of which were associated
been reported. Fifteen of these 19 cases
100 mg t.i.d. or greater and 13 of 16
was reported weighed < 60 kg (1S2J
follow-up was recorded, hepatic abi
resolved upon discontinuation of Pre<

Please see brief summary of Prescribing Information on the last page of this adverti



Taken three times

daily with the

first bite of

each main meal

Initiate therapy
with 25 mg t.i.d.
by breaking the
scored 50-mg
tablet in half

•
Increase dose
gradually to

minimize
GI symptoms

•
Maintain therapy
at 50 mg t.i.d. to

100 mg t.i.d.*

a •
i\, A

Maximum recommended doses: 50 mg t.i.d. for patients < 60 kg (Jj
,100 mg t.i.d. for patients > 60 kg (132 lb).

is similar across doses > 11 ig t.i.d.
[els.
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(acarbose fa,
NIDDM management from the
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New Precose
for NIDDM Management at Mealtime
The first alpha-glucosidase inhibitor

• Manages postprandial glucose peaks

• Reduces HbAlc levels to help prevent
diabetes complications

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

• Works with diet - as monotherapy or
in combination with a sulfonylurea

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

NEW

TM

Please see brief summary of Prescribing Information
on the last page of this advertisement.
© December 1995 Bayer Corporation, Pharmaceutical Division.
All Rights Reserved. Printed in USA. A09125
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INDICATIONS AND USAGE
PRECOSE™, as monotherapy, is indicated as an adjunct to diet to lower blood glucose in
patients with non-insulin-dependent diabetes mellitus (NIDDM) whose hyperglycemia cannot
be managed on diet alone. PRECOSE™ may also be used in combination with a sulfonylurea
when diet plus either PRECOSE™ or a sulfonylurea do not result in adequate glycemic control.
The effect of PRECOSE™ to enhance glycemic control is additive to that of sulfonylureas when
used in combination, presumably because its mechanism of action is different.
In initiating treatment for NIDDM, diet should be emphasized as the primary form of treatment.
Caloric restriction and weight loss are essential in the obese diabetic patient. Proper dietary
management alone may be effective in controlling blood glucose and symptoms of hyper-
glycemia. The importance of regular physical activity when appropriate should also be
stressed. M this treatment program fails to result in adequate glycemic control, the use of
PRKCOSE™ should be considered. The use of PRECOSE™ must be viewed by both the physi-
cian and patient as a treatment in addition to diet, and not as a substitute for diet or as a con-
venient mechanism for avoiding dietary restraint.

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

PRECAUTIONS
General
Hypogtycemia: Because of its mechanism of action, PRECOSE™ when administered alone
should not cause hypoglycemia in the fasted or postprandial state. Sulfonylurea agents may
cause hypoglycemia. Because PRECOSE™ given in combination with a sulfonylurea will cause
a further lowering of blood glucose, it may increase the hypoglycemic potential of the sulfony-
lurea. Oral glucose (dextrose), whose absorption is not inhibited by PRECOSE™, should be
used instead of sucrose (cane sugar) in the treatment of mild to moderate hypoglycemia.
Sucrose, whose hydrolysis to glucose and fructose is inhibited by PRECOSE™, is unsuitable
for the rapid correction of hypoglycemia. Severe hypoglycemia may require the use of either
intravenous glucose infusion or glucagon injection.

Elevated Serum Transaminase Levels: In clinical trials, at doses of 50 mg t.i.d. and 100 mg
t.i.d., the incidence of serum transaminase elevations with PRECOSE™ was the same as with
placebo. In long-term studies (up to 12 months, and including PRECOSE™ doses up to 300
mg t.i.d.) conducted in the United States, treatment-emergent elevations of serum transami-
nase!; (AST and/or ALT) occurred in 15% of PRECOSE™-treated patients as compared to 7%
of placebo-treated patients. These serum transaminase elevations appear to be dose related.
At doses greater than 100 mg t.i.d., the incidence of serum transaminase elevations greater
than three times the upper limit of normal was two to three times higher in the PRECOSE™
group than in the placebo group. These elevations were asymptomatic, reversible, more com-
mon in females, and, in general, were not associated with other evidence of liver dysfunction.
In international post-marketing experience with PRECOSE™ in over 500,000 patients, 19
case:; of serum transaminase elevations > 500 IU/L (12 of which were associated with jaun-
dice) have been reported. Fifteen of these 19 cases received treatment with 100 mg t.i.d. or
greater and 13 of 16 patients for whom weight was reported weighed < 60 kg. In the 18 cases
where follow-up was recorded, hepatic abnormalities improved or resolved upon discontinua-
tion of PRECOSE™.

Loss of Control of Blood Glucose: When diabetic patients are exposed to stress such as fever,
trauma, infection, or surgery, a temporary loss of control of blood glucose may occur. At such
times, temporary insulin therapy may be necessary.
Information for Patients: Patients should be told to take PRECOSE™ orally three times a day
at tho start (with the first bite) of each main meal. It is important that patients continue to
adhere to dietary instructions, a regular exercise program, and regular testing of urine and/or
blood glucose.
PRHCOSE™ itself does not cause hypoglycemia even when administered to patients in the
fasted state. Sulfonylurea drugs and insulin, however, can lower blood sugar levels enough to
cause symptoms or sometimes life-threatening hypoglycemia. Because PRECOSE™ given in
combination with a sulfonylurea or insulin will cause a further lowering of blood sugar, it may
increase the hypoglycemic potential of these agents. The risk of hypoglycemia, its symptoms
and treatment, and conditions that predispose to its development should be well understood
by patients and responsible family members. Because PRECOSE™ prevents the breakdown of
table sugar, patients should have a readily available source of glucose (dextrose, D-glucose) to
treat symptoms of low blood sugar when taking PRECOSE™ in combination with a sulfony-
lurea or insulin.

If side effects occur with PRECOSE™, they usually develop during the first few weeks of thera-
py. They are most commonly mild-to-moderate gastrointestinal effects, such as flatulence,
diarrhea, or abdominal discomfort and generally diminish in frequency and intensity with time.
Laboratory Tests: Therapeutic response to PRECOSE™ should be monitored by periodic
blood glucose tests. Measurement of glycosylated hemoglobin levels is recommended for the
monitoring of long-term glycemic control.
PRECOSE™, particularly at doses in excess of 50 mg t.i.d., may give rise to elevations of
serum transaminases and, in rare instances, hyperbilirubinemia. It is recommended that
serum transaminase levels be checked every 3 months during the first year of treatment with
PRECOSE™ and periodically thereafter. If elevated transaminases are observed, a reduction in
dosage or withdrawal of therapy may be indicated, particularly if the elevations persist.
Renal Impairment: Plasma concentrations of PRECOSE™ in renally impaired volunteers were
proportionally increased relative to the degree of renal dysfunction. Long-term clinical trials in
diabetic patients with significant renal dysfunction (serum creatinine >2.0 mg/dL) have not
been conducted. Therefore, treatment of these patients with PRECOSE™ is not recommended.
Drug Interactions: Certain drugs tend to produce hyperglycemia and may lead to loss of blood
glucose control. These drugs include the thiazides and other diuretics, corticosteroids, phe-
iiothiazines, thyroid products, estrogens, oral contraceptives, phenytoin, nicotinic acid, sym-
pathomimetics, calcium channel-blocking drugs, and isoniazid. When such drugs are adminis-
tered to a patient receiving PRECOSE™, the patient should be closely observed for loss of
blood glucose control. When such drugs are withdrawn from patients receiving PRECOSE™ in
combination with sulfonylureas or insulin, patients should be observed closely for any evi-
dence of hypoglycemia.

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

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

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

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

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

Elevated Serum Transaminase Levels: See PRECAUTIONS.
Other Abnormal Laboratory Findings: Small reductions in hematocrit occurred more often in
PRECOSE™-treated patients than in placebo-treated patients but were not associated with
reductions in hemoglobin. Low serum calcium and low plasma vitamin B6 levels were associat-
ed with PRECOSE™ therapy but were thought to be either spurious or of no clinical significance.

Caution: Federal law prohibits dispensing without a prescription.
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It's smart
enough to care

for them.

If only a
VCR was this
easy to use.

When You're Ready
FOR ASTATE-OF-THE-AKT CHALLENGE

You're Ready For Grady
With over 900 beds, in excess of 50,000 patient admissions per year and more than 850,000
clinic visits annually, Grady Health System* offers a pace and an energy unparalleled in
our region. Our university-associated, culturally-diverse Diabetes Clinic is one of the largest
in the Southeast, featuring a nurse-led primary care team, clinic-based Registered Dietitians,
Podiatrists, a Social Worker and a Financial Counselor. Our extraordinary range of patient
services includes in-house ophthalmologic screening and foot care, a clinical laboratory as
well as outreach and clinical research programs.

CLINICAL MANAGER
Enthusiasm, determination and motivation are just a few of the qualifications you'll need to
lead our multifaceted, ambitious team of healthcare professionals. You must be a strong
nurse leader with innovative solutions, powerful administrative skills and an unwavering
determination to meet the ever-evolving needs of the healthcare community. This high-visi-
bility position also demands a BSN (MS in Nursing and/or Business preferred) and 5+
years' experience in a first-line nursing management position. GA RN licensure/eligibility is
a must, as is membership in the American Association of Diabetes Educators. Prefer at least
a 3-year background in a Diabetes clinic setting (or comparable healthcare facility).

Grady Health System* is located in Atlanta, GA, home of the 1996 Summer Olympics and one of
the nation's most diverse, dynamic cities offering beautiful weather and an impressive range of
year-round recreational and entertainment amenities. We provide competitive compensation and
benefits, including educational opportunities. Please forward resume to: Grady Health
System? Human Resources, P.O. Box 26208, 80 Butler Street SE, Atlanta, GA
30335-3801. FAX (404) 616-7348. EOE M/F/D/V.

Grady Health System9

REAM FOR A SHIE-0F-IHE-MT CHALLENGE

Classified Advertising

Diabetes Care Classified Ad rates are:

1/4 Page $570 (for members of ADA, $415)
1/8 Page $300 (for members of ADA, $215)

For information on closing dates; Copy and
Contract Policies; and Classified Advertising
rates in Diabetes, contact:

Carol Flynn
American Diabetes Association

1660 Duke Street
Alexandria, VA 22314

Phone toll free -- 1-800-232-3472 x 312
or 1-703-549-1500 x 312
FAX - 1-703-836-7439



DIABETOLOGIST/ENDOCRINOL-
OGIST (BE/BC) — Excellent oppor-
tunity to join a 76-physician multi-
specialty clinic in beautiful Santa
Cruz, California, located on Monterey
Bay 90 miles south of San Francisco.
Join an established Endocrinologist
with a bulging practice. Emphasis to
be on diabetes, but responsibilities
will include general endocrinology
and general internal medicine. Inter-
ested parties send CV and three refer-
ences with phone numbers to: Presi-
dent/CEO, Santa Cruz Medical Clinic,
2025 Soquel Avenue, Santa Cruz, CA
95062.

75th ANNIVERSARY: CELEBRATING
THE DISCOVERY OF INSULIN

"An International Research Symposium
on Diabetes Focusing on Beta-Cell Function

and Insulin Action"

OCTOBER 6-9, 1996
The Four Seasons Hotel, Toronto, Canada

Sponsoring Institutions:
• Banting & Best Diabetes Centre, University of To-

ronto and The Toronto Hospital, Toronto, Canada
• Joslin Diabetes Center, Boston, USA
• Karolinska Institute, Stockholm, Sweden

Call for Abstracts (Posters) Deadline: May 1, 1996
Enrolment Limited—Early Registration Recommended

For Information and Registration Material, please contact:
75th Anniversary: Celebrating the Discovery of

Insulin
C/O Continuing Education, Faculty of Medicine
University of Toronto
150 College Street, Room 121
Toronto, Ontario M5S 1A8
Tel: (416) 978-2719 Fax: (416) 971-2200
K-mail: a.lind@utoronto.ca
WWW Homepage Address: http://bioinfo.med.utoronto.ca

/—erne/

IT UNITS

UPH
WBPH 6-01-36

It records the insulin
they took and when £

they took it.

•\

It has something
important to say

to everyone.
For diabetes and life.

LIFE5CRIT



Carbohydrate Counting is Hero! V J V J V ,

JiV

arbohydrate Counting is a new

diabetes meal planning approach

found to be effective during the

Diabetes Control and Complications

Trial (DCCT). Studies have proven that

carbohydrate(CHO) intake is the main

factor affecting blood glucose, and that

although they vary in nutritive* 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

J-3D0-AM-DMA
(232-6733)

VISA • MasterCard • American Express

Welcomed
P27C36 • 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

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

content to an individuals needs They are also
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 ' \

learning objectives; and client and professional resources. #CSTDNR / ' \
Nonmember: $25.00; Member: $21.00 ' ASSOCiatlOfl



Our finest compliments come from patients like yours.

Mr. & Mrs. Michael Stout
Kamseur, NC

Elizabeth E. Rowe
Newmarket, NH

Mr. & Mrs. Marion Stephens
Whitefish, MT

Anthony Basile
Hopewell, VA

»Mf.TFK u.\n: :"i

Now with new features, added savings.

The GLUCOMETER ELITE Diabetes Care System now includes a 10-test
memory with average. In addition, your patients can save up to $65
through a $40 mail-in rebate and a $25 competitive trade-in allowance.
For more information, call 1-800-445-5901. Offer good on purchases
through June 30, 1996.

GLUCOMETER ELITE
Diabetes Care System

Bayer (
Diagnostics Division

('11996 Bayer Corporation



GET OH L
It's Tour de Cure... and
it's comin' at ya!

We've got great routes.
Challenge yourself, or just
have fun... hammer, or just spin!

And raise money to help people
with diabetes.

mum

TOUR
CURE

a cycling event of
American
Diabetes
Association

Sponsored nationally by:

i WWJ\ i \tn...

lussji^
T\hl{CLEAR ...UNDFR YOUR FAVORITE
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Sign up



Today's hypertensives
with new concerns...

THE
CARDURA

GENERATION
(P hoose CARDURA: first-line therapy

for a new generation of hypertensives.

Choose CARDURA for around-the-clock blood pressure
control that doesn't jeopardize blood lipids or blood sugar.1 H

CARDURA is well tolerated. The side effects reported significantly more often than placebo
in hypertension studies were dizziness, somnolence, and fatigue. These were generally mild
and transient. Only 2% of patients discontinued therapy due to adverse effects-—the same as
with placebo. Syncope has been reported, but rarely (<19S-).

ONCE-A-DAY _ ^

Please see brief summary of prescribing
information on next page.

©1996, Pfizer Inc

(doxazosin mesylatejiScored Tablets
mg,2mg, 4mg, 8mg



ONCE-A-DAY

(doxazosin mesylate) ?Gmo
g
eed Tablets

2mg, 4mg , 8mg

References: 1. Pickering TG, Levenstein M, Walmsley P, for the Hypertension and Lipid Trial Study Group. Nighttime dosing of
doxazosin has peak effect on morning ambulatory blood pressure: results of the HALT study. Am J Hyperhns. 1994;7:844-847.
2. Neaton JD, Grimm RH Jr, Prineas RJ, et al, for the Treatment of Mild Hypertension Study Research Group. Treatment of Mild
Hypertension Study: final results. JAMA. 1993,270:713-724.3. Lehtonen A, the Finnish Multicenter Study Group. Lowered
levels of serum insulin, glucose, and cholesterol in hypertensive patients during treatment with doxazosin. Current Therapeutic
Research. 1990;47:278-284.

CARDURA® (doxazosin mesylate) Tablets
Brief Summary of Prescribing Information
INDICATIONS AND USAGE
CARDURA (doxazosin mesylate) is indicated for the treatment of
hypertension. CARDURA may be used alone or in combination with
diuretics or beta-adrenergic blocking agents. There is limited
experience with CARDURA in combination with angiotensin
converting enzyme inhibitors or calcium channel blockers.
CONTRAINDICATIONS
CARDURA is contraindicated in patients with a known sensitivity to
quinazolines (e.g. prazosin, terazosin).
WARNINGS
Syncope and "First-dose" Effect:
Doxazosin, like other alpha-adrenergic blocking agents, can cause
marked hypotension, especially in the upright position, with
syncope and other postural symptoms such as dizziness. Marked
orthostatic effects are most common with the first dose but can
also occur when there is a dosage increase, or if therapy is
interrupted for more than a few days. To decrease the likelihood of
excessive hypotension and syncope, it is essential that treatment
be initiated with the 1 mg dose. The 2 ,4 , and 8 mg tablets are not
for initial therapy. Dosage should then be adjusted slowly (see
DOSAGE AND ADMINISTRATION section) with increases in dose
every two weeks. Additional antihypertensive agents should be
added with caution.

Patients being titrated with doxazosin should be cautioned to
avoid situations where injury could result should syncope occur.

In an early investigational study of the safety and tolerance of
increasing daily doses of doxazosin in normotensives beginning at
1 mg/day, only 2 of 6 subjects could tolerate more than 2 mg/day
without experiencing symptomatic postural hypotension. In another
study of 24 healthy normotensive male subjects receiving initial
doses of 2 mg/day of doxazosin, seven (29%) of the subjects
experienced symptomatic postural hypotension between 0.5 and
6 hours after the first dose necessitating termination of the study. In
this study 2 of the normotensive subjects experienced syncope.
Subsequent trials in hypertensive patients always began doxazosin
dosing at 1 mg/day resulting in a 4% incidence of postural side
effects at 1 mg/day with no cases of syncope.

In multiple dose clinical trials involving over 1500 patients with
dose titration every one to two weeks, syncope was reported in 0.7%
of patients. None of these events occurred at the starting dose of
1 mg and 1.2% (8/664) occurred at 16 mg/day.

If syncope occurs, the patient should be placed in a recumbent
position and treated supportively as necessary.
PRECAUTIONS
General
1. Orthostatic Hypotension:
While syncope is the most severe orthostatic effect of CARDURA,
other symptoms of lowered blood pressure, such as dizziness,
lightheadedness, or vertigo, can occur, especially at initiation of
therapy or at the time of dose increases. These were common in
clinical trials, occurring in up to 23% of all patients treated and
causing discontinuation of therapy in about 2%.

In placebo controlled titration trials orthostatic effects were
minimized by beginning therapy at 1 mg per day and titrating every
two weeks to 2,4, or 8 mg per day. There was an increased
frequency of orthostatic effects in patients given 8 mg or more, 10%,
compared to 5% at 1-4 mg and 3% in the placebo group.

Patients in occupations in which orthostatic hypotension could be
dangerous should be treated with particular caution.

If hypotension occurs, the patient should be placed in the supine
position and, if this measure is inadequate, volume expansion with
intravenous fluids or vasopressor therapy may be used. A transient
hypotensive response is not a contraindication to further doses of
CARDURA.
2. Impaired liver function:
CARDURA should be administered with caution to patients with
evidence of impaired hepatic function or to patients receiving drugs
known to influence hepatic metabolism. There is no controlled
clinical experience with CARDURA in patients with these conditions.
3. Leukopenia/Neutropenia:
Analysis of hematologic data from patients receiving CARDURA in
controlled clinical trials showed that the mean WBC (l\l=474) and
mean neutrophil counts (N=419) were decreased by 2.4% and 1.0%
respectively, compared to placebo, a phenomenon seen with other
alpha blocking drugs. A search through a data base of 2400 patients
revealed 4 in which drug-related neutropenia could not be ruled out.
Two had a single low value on the last day of treatment. Two had
stable, non-progressive neutrophil counts in the 1000/mm3 range
over periods of 20 and 40 weeks. In cases where follow-up was
available the WBCs and neutrophil counts returned to normal after
discontinuation of CARDURA. No patients became symptomatic as a
result of the low WBC or neutrophil counts.
Information for Patients:
Patients should be made aware of the possibility of syncopal and
orthostatic symptoms, especially at the initiation of therapy, and
urged to avoid driving or hazardous tasks for 24 hours after the first
dose, after a dosage increase, and after interruption of therapy when
treatment is resumed. They should be cautioned to avoid situations
where injury could result should syncope occur during initiation of
doxazosin therapy. They should also be advised of the need to sit or
lie down when symptoms of lowered blood pressure occur, although
these symptoms are not always orthostatic, and to be careful when
rising from a sitting or lying position. If dizziness, lightheadedness,
or palpitations are bothersome they should be reported to the
physician, so that dose adjustment can be considered. Patients
should also be told that drowsiness or somnolence can occur with
doxazosin, requiring caution in people who must drive or operate
heavy machinery.

Drug Interactions:
Most (98%) of plasma doxazosin is protein bound. In vitro data in
human plasma indicate that CARDURA has no effect on protein
binding of digoxin, warfarin, phenytoin or indomethacin. There is no
information on the effect of other highly plasma protein bound drugs
on doxazosin binding. CARDURA has been administered without any
evidence of an adverse drug interaction to patients receiving thiazide
diuretics, beta blocking agents, and nonsteroidal anti-inflammatory
drugs.
Cimetidine:
In a placebo-controlled trial in normal volunteers, the administration
of a single 1 mg dose of doxazosin on day 1 of a four-day regimen of
oral cimetidine (400 mg twice daily) resulted in a 10% increase in
mean AUC of doxazosin (p=0.006), and a slight but not statistically
significant increase in mean Cmax and mean half-life of doxazosin.
The clinical significance of this increase in doxazosin AUC is
unknown.
Drug/Laboratory test interactions:
None known.
Cardiac Toxicity in Animals:
An increased incidence of myocardial necrosis or fibrosis was
displayed by Sprague-Dawley rats after 6 months of dietary
administration at concentrations calculated to provide 80 mg
doxazosin/kg/day and after 12 months of dietary administration at
concentrations calculated to provide 40 mg doxazosin/kg/day (150
times the maximum recommended human dose assuming a patient
weight of 60 kg). Myocardial fibrosis was observed in both rats and
mice treated in the same manner with 40 mg doxazosin/kg/day for
18 months. No cardiotoxicity was observed at lower doses (up to 10
or 20 mg/kg/day, depending on the study) in either species. These
lesions were not observed after 12 months of oral dosing in dogs
and Wistar rats at maximum doses of 20 mg/kg/day and
100 mg/kg/day, respectively. There is no evidence that similar lesions
occur in humans.
Carcinogenesis, Mutagenesis and Impairment of Fertility:
Chronic dietary administration (up to 24 months) of doxazosin
mesylate at maximally tolerated concentrations (highest dose
40 mg/kg: about 150 times the maximum recommended human
dose of 16 mg/60 kg) revealed no evidence of carcinogenicity in rats.
There was also no evidence of carcinogenicity in a similarly
conducted study (up to 18 months of dietary administration) in mice.
The mouse study, however, was compromised by the failure to use a
maximally tolerated dose of doxazosin.

Mutagenicity studies revealed no drug- or metabolite-related effects
at either chromosomal or subchromosomal levels.

Studies in rats showed reduced fertility in males treated with
doxazosin at oral doses of 20 (but not 5 or 10) mg/kg/day, about 75
times the maximum recommended human dose. This effect was
reversible within two weeks of drug withdrawal.
Pregnancy
Teratogenic Effects, Pregnancy Category C. Studies in pregnant
rabbits and rats at daily oral doses of up to 41 and 20 mg/kg,
respectively (154 and 75 times the maximum recommended daily
dose of 16 mg, assuming a patient weight of 60 kg), have revealed
no evidence of harm to the fetus. A dosage regimen of 82 mg/kg/day
in the rabbit was associated with reduced fetal survival. There are no
adequate and well-controlled studies in pregnant women. Because
animal reproduction studies are not always predictive of human
response, CARDURA should be used during pregnancy only if clearly
needed.

Radioactivity was found to cross the placenta following oral
administration of labelled doxazosin to pregnant rats.
Nonteratogenic Effects. In peri-postnatal studies in rats, postnatal
development at maternal doses of 40 or 50 mg/kg/day of doxazosin
was delayed as evidenced by slower body weight gain and a slightly
later appearance of anatomical features and reflexes.
Nursing Mothers
Studies in lactating rats given a single oral dose of 1 mg/kg of
[2-'"C]-doxazosin indicate that doxazosin accumulates in rat breast
milk with a maximum concentration about 20 times greater than the
maternal plasma concentration. It is not known whether this drug is
excreted in human milk. Because many drugs are excreted in human
milk, caution should be exercised when CARDURA is administered to
a nursing mother.
Pediatric Use
Safety and effectiveness in children have not been established.
ADVERSE REACTIONS
CARDURA has been administered to approximately 4000 patients, of
whom 1679 were included in the clinical development program. In
that program, minor adverse effects were frequent, but led to
discontinuation of treatment in only 7% of patients. In placebo-
controlled studies adverse effects occurred in 49% and 40% of
patients in the doxazosin and placebo groups, respectively, and led to
discontinuation in 2% of patients in each group. The major reasons
for discontinuation were postural effects (2%), edema,
malaise/fatigue, and some heart rate disturbance, each about 0.7%.

In controlled clinical trials directly comparing CARDURA to placebo
there was no significant difference in the incidence of side effects,
except for dizziness (including postural), weight gain, somnolence
and fatigue/malaise. Postural effects and edema appeared to be dose
related.

The prevalence rates presented below are based on combined data
from placebo-controlled studies involving once daily administration
of doxazosin at doses ranging from 1-16 mg. The following
summarizes those adverse experiences (possibly/probably related)
reported for patients in these studies where the prevalence rate in the
doxazosin group was at least 0.5% or where the reaction is of
particular interest.

Adverse reactions during placebo-controlled studies with
doxazosin (n=339) and placebo (n=336), respectively:
Cardiovascular— Dizziness: 19%and9%; Vertigo:2%and 1 % ;
Postural Hypotension: 0.3% and 0%; Edema: 4% and 3%;
Palpitation: 2% and 3%; Arrhythmia: 1 % and 0%; Hypotension: 1 %
and 0%; Tachycardia: 0.3% and 1 %; Peripheral Ischemia: 0.3% and 0%;
Skin Appendages—Rash: 1 % and 1 %; Pruritus: 1 % and 1 %;
Musculoskeletal—Arthralgia/ArthritisA% and 0%; Muscle
Weakness: 1 % and 0%; Myalgia: 1 % and 0%; Central & Peripheral
N.S.—HeadacheA4% and 16%; ParesthesiaAX and 1 % ; Kinetic
Disorders: 1 % and 0%; AtaxiaA% and 0%; Hypertonia: 1 % and 0%;
Muscle Cramps: 1 % and 0%; Autonomic— Mouth Dry: 2% and 2%;
Flushing: 1 % and 0%; Special Senses—Vision Abnormal: 2% and
1 % ; Conjunctivitis/Eye PainA% and 1 % ; TinnitusA% and 0.3%;
Psychiatric—Somnolence: 5% and 1 % ; Nervousness:2% and 2%;
Depression:1% and 1 % ; InsomniaA% and 1 % ; Sexual Dysfunction:
2% and 1 % ; Gastrointestinal—Nausea: 3% and 4%; Diarrhea: 2%
and 3%; Constipation A% and 1 % ; DyspepsiaA% and 1 % ;
Flatulence: 1 % and 1 %; Abdominal Pain: 0% and 2%; Vomiting: 0%
and 1 % ; Respiratory— Rhinitis:3% and 1 % ; DyspneaA% and 1 % ;
EpistaxisA% and 0%; Urinary— Polyuria:2% and 0%; Urinary
Incontinence: 1 % and 0%; Micturation Frequency: 0% and 2%;
General—Fatigue/Malaise: 12% and 6%; Chest Pain: 2% and 2%;
Asthenia: 1 % and 1 %; Face Edema: 1 % and 0%; Pain: 2% and 2%.

Additional adverse reactions have been reported, but these are, in
general, not distinguishable from symptoms that might have
occurred in the absence of exposure to doxazosin. The following
adverse reactions occurred with a frequency of between 0.5% and
1 % : syncope, hypoesthesia, increased sweating, agitation, increased
weight. The following additional adverse reactions were reported by
<0.5% of 3960 patients who received doxazosin in controlled or
open, short- or long-term clinical studies, including international
studies. Cardiovascular System: angina pectoris, myocardial
infarction, cerebrovascular accident; Autonomic Nervous System:
pallor; Metabolic: thirst, gout, hypokalemia; Hematopoietic:
lymphadenopathy, purpura; Reproductive System: breast pain; Skin
Disorders: alopecia, dry skin, eczema; Central Nervous System:
paresis, tremor, twitching, confusion, migraine, impaired
concentration; Psychiatric: paroniria, amnesia, emotional lability,
abnormal thinking, depersonalization; Special Senses: parosmia,
earache, taste perversion, photophobia, abnormal lacrimation;
Gastrointestinal System: increased appetite, anorexia, fecal
incontinence, gastroenteritis; Respiratory System: broncbospasm,
sinusitis, coughing, pharyngitis; Urinary System: renal calculus;
General Body System: hot flushes, back pain, infection, fever/rigors,
decreased weight, influenza-like symptoms.

CARDURA has not been associated with any clinically significant
changes in routine biochemical tests. No clinically relevant adverse
effects were noted on serum potassium, serum glucose, uric acid,
blood urea nitrogen, creatinine or liver function tests. CARDURA has
been associated with decreases in white blood cell counts (See
Precautions).
OVERDOSAGE
No data are available in regard to overdosage in humans.

The oral LD50 of doxazosin is greater than 1000 mg/kg in mice and
rats. The most likely manifestation of overdosage would be
hypotension, for which the usual treatment would be intravenous
infusion of fluid. As doxazosin is highly protein bound, dialysis would
not be indicated.
DOSAGE AND ADMINISTRATION
DOSAGE MUST BE INDIVIDUALIZED. The initial dosage of
CARDURA in hypertensive patients is 1 mg given once daily. This
starting dose is intended to minimize the frequency of postural
hypotension and first dose syncope associated with CARDURA.
Postural effects are most likely to occur between 2 and 6 hours after
a dose. Therefore blood pressure measurements should be taken
during this time period after the first dose and with each increase in
dose. Depending on the individual patient's standing blood pressure
response (based on measurements taken at 2-6 hours postdose and
24 hours postdose), dosage may then be increased to 2 mg and
thereafter if necessary to 4 mg, 8 mg and 16 mg to achieve the
desired reduction in blood pressure. Increases in dose beyond
4 mg increase the likelihood of excessive postural effects
including syncope, postural dizziness/vertigo, postural
hypotension. At a titrated dose of 16 mg once daily the frequency
of postural effects is about 12% compared to 3% for placebo.

More detailed professional information available on request.
65-4538-00-1 Revised January 1993
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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 e 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 delivery.

•
D

•

•

•

•

•

•

•

•

•

ADA96-01
8:00am-8:40am

ADA96-02
8:40am-9:20am

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

ADA96-04
11:00am-11:40am

ADA96-05
11:40am-12:20pm

ADA96-06
l:45pm-2:25pm

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

ADA96-08
3:50pm-4:30pm

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

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

ADA96-11
8:40am-9:20am

First Name

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

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

Last/Family

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

City, State/Country Zip/Postal Code

Daytime Telephone
• Cash

Fax
• Travelers Checks

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

• l^fe^^l D IHH1 | Expiration Date

Card Number

Cardholder Signature_

BY FAX:

BY MAIL:

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

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

•
•

•

•

•

•

•

•

•

•

ADA96-12
9:20am-10:00am

ADA96-13
11:00am- 11:40am

ADA96-14
ll:40am-12:20pm

ADA96-15
l:45pm-2:45pm

ADA96-16
l:45pm-2:45pm

ADA96-17
8:00am-8:40am

ADA96-18
8:40am-9:20am

AD.A96-19
9:20am-10:00am

ADA96-20
10:30am-11:10am

ADA96-21
ll:10am-ll:50am

The Pharmacological Treatment of Obesity Michael
Weintrauh, MD
Should We Pay Attention to Micronutrients in the Diet?
Arshag D. Mooradian, MD (Tending release)
Treatment of Eating Disorders in Diabetes GaryM.
Rodin, MD
What are Appropriate Outcome Measures for Diabetes
Care and Education? DavidK. McCulloch. MD
Using the New Nutrition Tools in Clinical Practice Anne
Daly, MS, RE, CDE; Joyce Green Pastors, MS, RD. CDE

Sunday, January 21, 1996
Delivery of Diabetes Care in a Managed Care Setting
William W. Fore, MD
New Teclinologies to Measure Blood Glucose Anthony
P.F. Turner, PhD
Report of the Workgroup to Revise the Diagnosis and
Classification of Diabetes James A. Gavin III. MD, PhD
Female Sexual Dysfunction in Diabetes liana P. Spector,
PhD
Hormonal Repalcement Therapy in Postmenopausal
Women with Diabetes Karl L. Insogna. MD (Pending
release)

POSTGRADUATE COURSE MEETING PRICING
(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 $18.00)

Shipping: Domestic: $1.00 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/package

$

$
$
$

$

$

$

$

Post-Meeting
$11.00 each

$121.00/package

$

$
$
$

$

$

$

$
OFFICE USE

ORDER NUMBER
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guarantees all three
-unconclitionally-

or your patients
get their money back.
No matter which B-D Insulin Syringe is recommended-the 1cc,

1/2cc or 3/10cc-your patients must be completely satisfied or they
get their money back.

It's our way of assuring you that when your patients buy B-D Insulin
Syringes, they are getting the best that are made.

That's why nearly 9 out of 10 insulin
injectors prefer B-D Insulin Syringes.
And why physicians, nurses and -£l!$W''•"'•*&\-s.-/c^,
hospitals use B-D Syringes more ^ , ^ '["[""'*-"-"-'•
than all other brands combined.

INSULIN
SYRINGE u-100 INSULIN '

SYRINGE

B D and ULTRA FINE are trademarks ol Beclon Dickinson and Company

DlABETtS CARE



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.

National
Diabetes

Month

M
MuiiSmu iitgfyiiuJlradniaiki<t Mi
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-Better -
Control,

For more information on the new

Precision Q-I-D System, call

MediSense at 1-800-527-3339

's non-intrusive:


