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When a type II diabetic patient
needs more than diet,
unique MiCRONASE® Tablets
are a logical first choice.

Choosing antidiabetic
1 . Micronase—a rational choice in type II diabetes

Insulin levels are normal or elevated in most patients with
type II diabetes, although insulin action is markedly
impaired. MICRONASE helps normalize the tissue response
to endogenous insulin.

Initially, MICRONASE helps lower serum glucose in
responsive patients by stimulating the release of additional
insulin. As therapy continues, MICRONASE is believed to
promote peripheral glucose metabolism by helping to correct
defects at the cellular receptor and postreceptor levels.

. . Micronase—a single, daily dose
provides 24-hour glycemic control
MICRONASE provides 24-hour control of blood glucose with
a single, daily, low-milligram dose. MiCRONASE may be
taken with food, since food intake does not appear to affect
its bioavailability.

O> Micronase—for the type II diabetic
patient who is also hypertensive:
Control without risk of water retention
This may also be significant for the type II diabetic patient
with congestive heart failure. MICRONASE actually causes a
mild diuresis.

© 1985 The Upiohn Company



therapy today
Micronase—an important consideration in

the type II diabetic patient with renal impair-
ment: Control plus unique dual excretion...
50% urine, 50% bile
Elimination of MICRONASE equally in bile and urine reduces the
risk of drug accumulation, which may result in hypoglycemia.
MICRONASE should be used with caution in patients with renal
impairment; however, in a single-dose study, plasma clearance of
MICRONASE was prolonged only in patients with severe renal
impairment.

3 . Micronase—for the patient who fails
on other diabetic therapy:
Potency and dosage flexibility
MICRONASE may prove effective when other drugs fail.
Five mg of MICRONASE is approximately equivalent to
250 mg of chlorpropamide or 500 mg of acetohexamide
in its ability to lower blood glucose. The dosage range
of MICRONASE allows for greater dosage flexibility than
other agents.

Overdosage of sulfonylureas, including MICRONASE,

can cause hypoglycemia. Although the interpretations are
controversial, the UGDP study reported in 1970 that

the use of tolbutamide, an oral hypoglycemic drug,
was associated with increased cardiovascular
mortality.

The Upjohn Company
Kalamazoo, Ml 49001

Your initial Rx in type II diabetes

Micronase
glyburide, 5 mgTablets

For brief summary of prescribing information, please turn page.



Anadvanceindiabetesmanagement
Dosage Guide*
Although relatively rare, hypoglycemia may occur during the conversion to MICRONASE from other therapy.
Prior therapy Considerations before Initial MKRONASE
or condition starting therapy dose (ing/day)
Dietary therapy ineffective

Oral therapy

Insulin therapy
(< 40 units/day)

Insulin therapy
(> 40 units/day)

No priming necessary

Discontinue oral hypoglycemic'

Completely discontinue insulin injections
under medical supervision

Gradually discontinue insulin injections under
close medical observation or hospitalization

1.25 to 5.0 mg

2.5 to 5.0 mg

2.5 to 5.0 mg

5.0 mg

•See complete prescribing information.
'See package insert for special precautions when transferring patients from chlorpropamide

Micronase Tablets (brand of glyburide tablets)
MUCATIONS AND USAGE MICRONASE Tablets are indicated as an adjunct to diet to lower the blood glucose
in patients with non-insulin-dependent diabetes mellitus (type II) whose hyperglycemia cannot be satisfac-
torily controlled by diet alone.
CONTRAINDICATIONS MICRONASE Tablets are contraindicated in patients with: 1. Known hypersensitivity or
allergy to the drug. 2. Diabetic ketoacidosis. with or without coma. This condition should be treated with
insulin. 3. Type I diabetes mellitus, as sole therapy.
SPECIAL WARNMG 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. This warning is based on the study conducted by
the University Group Diabetes Program (UGDP), a long-term prospective clinical trial designed to evaluate
the effectiveness of glucose-lowering drugs in preventing or delaying vascular complications in patients
with non-insulin-dependent diabetes. The study involved 823 patients who were randomly assigned to one
of lour treatment groups (Diabetes, 19 (Suppl 2):747-830,1970).
UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbutamide (1.5 grams per
day) had a rate of cardiovascular mortality approximately 2Vt times that of patients treated with diet alone.
A significant increase in total mortality was not observed, but the use of tolbutamide was discontinued
based on the increase in cardiovascular mortality, thus limiting the opportunity for the study to show an
increase in overall mortality. Despite controversy regarding the interpretation of these results, the findings
of the UGDP study provide an adequate basis for this warning. The patient should be informed ol the
potential risks and advantages of MCRONASE and of alternative modes of therapy.
Although only one drug in the sulfonylurea class (tolbutamide) was included in this study, it is prudent from
a safety standpoint to consider that this warning may apply to other oral hypoglycemic drugs in this class,
in view of their close similarities in mode of action and chemical structure.

PRECAUTIONS General Hypoglycemia: All sulfonylureas are capable of producing severe hypoglycemia.
Proper patient selection and dosage and instructions are important to avoid hypoglycemic episodes. Renal or
hepatic insufficiency may 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 may be difficult to recognize in the elderly
and in people who are taking beta-adrenergic blocking drugs. Hypoglycemia is more likely to occur when
caloric intake is deficient, after severe or prolonged exercise, when alcohol is ingested, or when more than
one glucose lowering drug is used.
Loss ol Control ol Blood Glucose: In diabetic patients exposed to stress such as fever, trauma, infection or
surgery, a loss of control may occur. It may then be necessary to discontinue MICRONASE and administer
insulin. Adequate adjustment of dose and adherence to diet should be assessed before classifying a patient
as a secondary failure.
Information for Patients: Patients should be informed of the potential risks and advantages of MICRONASE
and of alternative modes of therapy. They also should be informed about the importance of adherence 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 should also
be explained. Laboratory Tests Response to MICRONASE Tablets should be monitored by frequent urine
glucose tests and periodic blood glucose tests. Measurement of glycosylated hemoglobin levels may be
helpful in some patients. 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, coumanns, monoamine oxidase inhibitors, and
beta-adrenergic blocking agents. Certain drugs tend to produce hyperglycemia and may lead to loss of
control. These drugs include the thiazides and other diuretics, corticosteroids. phenothiazines. thyroid
products, estrogens, oral contraceptives, phenytoin, nicotinic acid, sympathomimetics, calcium channel
blocking drugs, and isoniazid. Carcinogenesis, Mutagenesis, and Impairment of Fertility Studies in rats at
doses up to 300 mg/kg/day for 18 months showed no carcinogenic effects. Glyburide is nonmutagenic when
studied in the Salmonella microsome test (Ames test) and in the DNA damage/alkaline elution assay.
Pregnancy Teratogenic Effects: Pregnancy Category 8. Reproduction studies in rats and rabbits have
revealed no evidence of impaired fertility or harm to the fetus due to glyburide. There are no adequate and
well controlled studies in pregnant women. This drug should be used during pregnancy only if clearly needed.
Insulin should be used during pregnancy to maintain blood glucose as close to normal as possible.
NonteratogenicEffects: 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. MICRONASE should be discontinued
at least two weeks before the expected delivery date. Nursing Mothers Some sulfonylurea drugs are known
to be excreted in human milk. Insulin therapy should be considered. Pediatric Use Safety and effectiveness
in children have not been established.
ADVERSE REACTIONS Hypoglycemia: See Precautions and Overdosage sections. Gastrointestinal Reac-
tions: Cholestatic jaundice may occur rarely; MICRONASE Tablets should be discontinued if this occurs.
Gastrointestinal disturbances, e.g., nausea, epigastric fullness, and heartburn are the most common
reactions, having occurred in 1.8% of treated patients during clinical trials. They tend to be dose related and
may disappear when dosage is reduced. Dermatologic Reactions: Allergic skin reactions, e.g., pruritis,
erythema, urticaria, and morbilliform or maculopapular eruptions occurred in 1.5% of treated patients during
clinical trials. These may be transient and may disappear despite continued use of MICRONASE; if skin
reactions persist, the drug should be discontinued. Porphyria cutanea tarda and photosensitivity reactions
have been reported with sulfonylureas. Hematologic Reactions: Leukopenia, agranulocytosis, thrombocy-
topenia, hemolytic anemia, aplastic anemia, and pancytopenia have been reported with sulfonylureas.
Metabolic Reactions: Hepatic porphyria and disulfiram-like reactions have been reported with sulfonylureas;
however, hepatic porphyria has not been reported with MICRONASE and disulfiram-like reactions have been
reported very rarely.
OVERDOSAGE Overdosage of sulfonylureas, including MICRONASE Tablets, can produce hypoglycemia. If
hypoglycemic coma is diagnosed or suspected, the patient should be given a rapid intravenous injection of
concentrated (50%) glucose solution. This should be followed by a continuous infusion of a more dilute (10%)
glucose solution at a rate which 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.
DOSAGE AND ADMINISTRATION There is no fixed dosage regimen for the management of diabetes mellitus
with MICRONASE Tablets. Usual Starting Dose The usual starting dose is 2.5 to 5.0 mg daily, administered
with breakfast or the first main meal. Those patients who may be more sensitive to hypoglycemic drugs
should be started at 1.25 mg daily. (See Precautions Section for patients at increased risk.) Maximum Dose
Daily doses of more than 20 mg are not recommended. Dosage Interval Once-a-day therapy is usually
satisfactory. Some patients, particularly those receiving more than 10 mg daily, may have a more
satisfactory response with twice-a-day dosage.
Caution: Federal law prohibits dispensing without prescription. RIB^HB
For additional product information see your Upjohn representative. ^^J^Jg^m
B-2-S J-5453 May 1985 The Upjohn Company, Kalamazoo, Ml 49001, USA
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FOR YOUR DIABETIC PATIENTS
Recommend

Low-Calorie Sweetener

Equal contains NutraSweet brand sweetener,
the unique sweetener with a clean sweet taste like
sugar. Like sugar, saccharin-free Equal has no
bitter chemical or metallic aftertaste. And with only
a fraction of sugar's calories, patient compliance
is enhanced.

NutraSweet has been tested during 15 years
of research with more than 100 safety
studies in the areas of metabolism, phar-
macology, toxicology, teratology and
mutagenicity. It is the only sweetener
made from amino acids (phenylalanine
and aspartic acid) and it is metabolized
by the body as protein.

When Equal is used in recipes requiring high heat for pro-
longed periods, it may lose some of its sweetness.

'NutraSweet is a registered trademark of The NutraSweet
Company for its brand of sweetening ingredient.

NutraSweet Consumer Products Inc.
Chicago IL 60680 © 1986

the tabletop sweetener for patients who need
to reduce their caloric and carbohydrate intake
acceptable for use in diabetic meal plans;
each packet or tablet is a free exchange
saccharin-free and sodium-free
each packet contains less than 1 gram of
carbohydrate and only 4 calories, with the
sweetness of 2 teaspoons of sugar
each tablet contains virtually no carbohydrate

and less than 1/2 calorie
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Human insulin for all. Humulin
human insulin
[recombinant DNA origin]

Identical to human insulin. Humulin is the only insulin not
derived from animal pancreases.

Recombinant DNA technology makes the production of
Humulin possible and virtually assures every insulin user of a
lifetime supply.

From Lilly . . . a dependable source off insulin for
generations. Since 1922, when we became the first company
to manufacture insulin, we have led the search for the best
diabetes care products and, at the same time, maintained a
constant supply of insulin for all insulin users.

Our 24 formulations of insulin—including Humulin and all
forms of lletin® (insulin)—are available through the widest retail
distribution of insulin in the United States.

Beyond that, we will continue to provide a wide range of
diabetes service and educational materials for use by physi-
cians, pharmacists, and diabetes educators.

© 1986. ELI LILLY AND COMPANY

Our Medical Division is on call. Our Medical Division staff
is only a phone call away. Please contact them if you have any
questions about our diabetes care products.

Any change of insulin should be made cautiously and
only under medical supervision. Changes in refinement,
purity, strength, brand (manufacturer), type (regular, NPH,
Lente®, etc), and/or method of manufacture (recombinant DNA
versus animal-source insulin) may result in the need for a change
in dosage.

Lilly Leadership
I N D I A B I: T i: S C A R /;•

For information on insulin delivery systems, contact CPI: 1-(800)-227-3422.

Eli Lilly and Company
Indianapolis, Indiana 46285
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len diet aJone has failed

Uiabinese
(chlorpropamide)

product iori



Diabinese is
postulated to
enhance the
post-receptor
action
of insulin'

Diabinese is
0 postulated to

increase the
number
of insulin

3 preceptors'

Acts on
the defects in

NIDDM
Today's research has identified four factors
that contribute to hyperglycemia in NIDDM, and
attributes to Diabinese (chlorpropamide) four
possible mechanisms of control.
A once-a-day oral diabetic agent, regardless
of dosage, Diabinese provides blood sugar control
for nearly a million NIDDM patients every day.*

The Diabinese D-Pak helps
patients remember and keep track

I of the convenient, once-a-day
regimen, which encourages
compliance.

To be sure your patients who are controlled
on Diabinese continue to receive the
distinctive, blue, D-shaped tablet
specify: i
• Dispense as written _ J
• Do not substitute, or
• Medically necessary
depending on the state in
which you practice.

*When choosing a therapeutic regimen
to treat non-insulin-dependent
diabetes mellitus (NIDDM), many
factors should be considered,
including the patient's age, mental
state, concomitant medication, '
and illnesses. As with all i
sulfonylureas, hypoglycemia
may occur with Diabinese.

Diet&

Diabinese
(chlorpropamide) Hi

Tablets, US P
100 mg. 250 mg
and D-Pak

The state of the art
in oral diabetic therapy

Please see following page for references and brief summary
of Diabinese prescribing information.

1985. Pfizer Inc
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iabinese
(chbrpiDpamide) Tablets 100 mg, 250 mg and D-Pak
RafwvncM: 1. Clarke BF: The management of maturity-onset diabetes: clinical experience with
chlorpropamide, in: Individualizing Therapy in Maturity-Onset Diabetes, New York, Science and
Medicine Publishing Co., Inc., 1979, pp 57-65. 2. Best JD, Judzewitsch RG, Pfeifer MA: The effect
of chronic sulfonylurea therapy on hepatic glucose production in non-insulin-dependent diabetes.
Diabetes 31:333-338,1982.3. Olefsky JM, Reaven GM: Effects of sulfonylurea therapy on insulin
binding to mononuclear leukocytes of diabetic patients. Am J Med 60:89-95, 1976.4. Salhanick Al,
Konowitz P, Amatruda JM: Potentiation of insulin action by a sulfonylurea in primary cultures of
hepatocytes from normal and diabetic rats. Diabetes 32:206-212,1983.

BRIEF SUMMARY
DIABINESE* (chlorpropamide) TABLETS. USP

CONTRAINDICATIONS
OIABINESE is contraindicated in patients with:
1. Known hypersensitiyity to the drug.
2. Diabetic ketoacidosis, with or without coma. This condition should be treated with insulin.

WARNINGS
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY

The administration of oral hypoglycemlc drugs has been reported to be associated with
Increased cardiovascular mortality as compared to treatment with diet alone or diet plus
Insulin. This warning is based on the study conducted by the University Group Diabetes
Program (UGDP), a long-term prospective clinical trial designed to evaluate the effective-
ness of glucose-lowering drugs In preventing or delaying vascular complications In patients
with non-lnsulln-dependent diabetes. The study involved823 patients who were randomly
assigned to one of four treatment groups (Diabetes, 19 (supp. 2):747-830,1970).

UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbuta -
mlde (1.5 grams per day) had a rate of cardiovascular mortality approximately 21/S times that
of patients treated with diet alone. A significant increase in total mortality was not observed,
but the use of tolbutamlde was discontinued based on the Increase in cardiovascular mortal-
ity, thus limiting the opportunity for the study to show an increase In over-all mortality.
Despite controversy regarding the interpretation of these results, the findings of the UGDP
study provide an adequate basis for this warning. The patient should be informed of the
potential risks and advantages of DIABINESE and of alternative modes of therapy.

Although only one drug In the sulfonylurea class (tolbutamide) was included in this study,
it is prudent from a safety standpoint to consider that this warning may also apply to other
oral hypoglycemlc drugs in this class, In view of their close similarities in mode of action
and chemical structure.
General PRECAUTIONS

Hypoglycemia: All sulfonylurea drugs are capable of producing severe hypoglycemia Proper
patient selection, dosage, and instructions are important to avoid hypoglycemic episodes Renal
or hepatic insufficiency may cause elevated blood levels of DIABINESE and the latter may also
diminish gluconeogenic capacity, both of which increase the risk of serious hypoglycemic reac-
tions. Elderly, debilitated or malnourished patients, and those with adrenal or pituitary insufficiency
are particularly susceptible to the hypoglycemic action of glucose-lowering drugs Hypoglycemia
may be difficult to recognize in the elderly, and in people who are taking beta-adrenergic blocking
drugs Hypoglycemia is more likely to occur when caloric intake is delicient. alter severe or
prolonged exercise, when alcohol is ingested, or when more than one glucose-lowering drug
is used.

Because of the long halt-life of chlorpropamide, patients who become hypoglycemic during
therapy require careful supervision of the dose and frequent feedings for at least 3 to 5 days
Hospitalization and intravenous glucose may be necessary

Loss ol control ol blood glucose: When a patienl 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 DIABINESE and administer insulin

The effectiveness of any oral hypoglycemic drug, including DIABINESE. in lowering blood glu-
cose to a desired level decreases in many patients over a period ol time, which may be due to
progression of the severity of the diabetes or to diminished responsiveness to the drug This
phenomenon is known as secondary failure, to distinguish it from primary failure in which the
drug is ineffective in an individual patient when first given

ADVERSE REACTIONS
Hypoglycemia: See PRECAUTIONS section

Gastrointestinal Reactions Cholestatic laundice may occur rarely. DIABINESE should be dis-
continued it this occurs Gastrointestinal disturbances are the most common reactions, nausea
has been reported in less than 5% ot patients, and diarrhea, vomiting, anorexia, and hunger in
less than 2% Other gastrointestinal disturbances have occurred in less than 1% of patients
including proctocolitis They tend to be dose related and may disappear when dosage is reduced

Dermatologic Reactions Pruritus has been reported in less than 3% of patients Other allergic
skin reactions, e g . urticaria and maculopapular eruptions have been reported in approximately
1% or less of patients These may be transient and may disappear despite continued use of
DIABINESE. if skin reactions persist the drug should be discontinued

Porphyna cutanea tarda and photosensitivity reactions have been reported with sultonylureas
Skin eruptions rarely progressing to erythema multiforme and exfoliative dermatitis have also

been reported
Hematologic Reactions Leukopenia, agranulocytosis. thrombocytopema. hemolytic anemia,

aplastic anemia, pancytopenia and eosmophilia have been reported with sullonylureas
Metabolic Reactions Hepatic porphyria and disulliram-like reactions have been reported with

DIABINESE
Endocrine Reactions On rare occasions, chlorpropamide has caused a reaction identical to the

syndrome of inappropriate antidiuretic hormone (ADH) secretion The features of this syndrome
result from excessive water retention and include hyponatremia. low serum osmolality. and high
urme osmoh.y ^ ^ A N D A D M | N 1 S T R A T | 0 N

There is no lixed dosage regimen for the management ol diabetes mellitus with DIABINESE or
any other hypoglycemic agent In addition to the usual monitoring of urinary glucose, the patients
blood glucose must also be monitored periodically to determine the minimum effective dose for the
patient, to detect primary failure, and to detect secondary failure Glycosylated hemoglobin levels
may also be of value in monitoring the patient's response to therapy

The total daily dosage is generally taken at a single lime each morning with breakfast Occasion-
ally cases ol gastrointestinal intolerance may be relieved by dividing the daily dosage A LOADING
OR PRIMING DOSE IS NOT NECESSARY AND SHOULD NOT BE USED

Initial Therapy: 1 The mild to moderately severe, middle-aged, stable, non-msulm-dependent
diabetic patient should be started on 250 mg daily Older patients should be started on smaller
amounts of DIABINESE, in the range of 100 to 125 mg daily

2 No transition period is necessary when transferring patients from other oral hypoglycemic
agents to DIABINESE The other agent may be discontinued abruptly and chlorpropamide started
at once In prescribing chlorpropamide, due consideration must be given to its greater potency

Many mild to moderately severe, middle-aged, stable non-msulm-dependent diabetic patients
receiving insulin can be placed directly on the oral drug and their insulin abruptly discontinued
For patients requiring more than 40 units of insulin daily, therapy with DIABINESE may be initiated
with a 50 per cent reduction in insulin for the first tew days, with subsequent further reductions
dependent upon the response

Five to seven days after the initial therapy, the blood level of chlorpropamide reaches a plateau
Dosage may subsequently be adiusted upward or downward by increments ot not more than 50 to
125 mg at intervals ot three to five days to obtain optimal control More trequenl ad|ustments are
usually undesirable

Maintenance Therapy: Most moderately severe, middle-aged, stable non-msulm-dependent
diabetic patients are controlled by approximately 250 mg daily Many investigators have found that
some milder diabetics do well on daily doses of 100 mg or less iviany of the more severe diabetics
may require 500 mg daily tor adequate control PATIENTS WHO DO NOT RESPOND COMPLETELY
TO 500 MG DAILY WILL USUALLY NOT RESPOND TO HIGHER DOSES MAINTENANCE DOSES
ABOVE 750 MG DAILY SHOULD BE AVOIDED
SUPPLY: Blue. D-shaped. scored tablets in strengths of 100 mg. tablet code 393. (100s. NDC#
0663-3930-66. 500s. NDC# 0663-3930-73; and 100 unit dose of 10 x 10. NDC# 0663-3930-41)
and 250mg. tablet code 394. (100s. NDC# 0663-3940-66. 250s, NDC# 0663-3940-71. 1000s.
NDC# 0663-3940-82. 100 unit dose ol 10 x 10, NDC# 0663-3940-41, and 28s D-Pak. NDC#
0663-3940-28)
RECOMMENDED STORAGE: Store below 86°F (30°C)
CAUTION: Federal law prohibits dispensing without prescription

i^^W LABORATORIES DIVISION

Clinical Nurse Specialist
Diabetes Educator

City of Hope National Medical Center, a 212
bed acute care regional referral hospital
specializing in catastropic diseases is seeking a
Clinical Nurse Specialist in Pediatric Diabetes.
Responsibilities include participation in a
multidisciplinary innovative team, imple-
mentation of diabetic education and clinical
research. Qualified candidates should hold a
masters degree in nursing with pediatric Type I
diabetes experience. City of Hope is located 30
minutes east of Los Angeles and 10 minutes
from Pasadena. Interested applicants should
submit resumes to: City of Hope National
Medical Center, Division of Nursing, 1500
E. Duarte Rd., Duarte, CA 91010 or call
(818) 359-8111 X 2243. An equal opportunity
employer.

MISSING ISSUE
POLICY

Replacements for missing issues will be
sent free of charge provided we are
notified within two months of the issue
date for U.S. and Canadian subscribers/
members, or within four months of the
issue date for all other foreign sub-
scribers/members.
To order back issues, please prepay in
U.S. funds drawn on a U.S. bank.

Thank you.

DIABETES
Single copy
DIABETES CARE
Single copy

U.S.

$7,

$7.

.00

,00

Foreign
Surface Mail

$9.50

$9.50

Foreign
Air Mail

$13.00

$13.00

A
AMERICAN DIABETES ASSOCIATION
Back Issue Department
1660 Duke Street
Alexandria, VA 22314



f Nordisk
Human Insulins

(semi-synthetic)

New Nordisk Human Insulins
• Are indicated for any patients using insulin

Newly Diagnosed
Patients

Transfer
Patients

TYPEI

IS
TYPE II

Are identical in structure to endogenous
human insulin
Offer low incidence of antibody formation

Nordisk Human Insulins are affordably

• Are mixable and stable-no mixing restrictions

• Provide insulin time course profiles similar
to purified pork

• Provide unique insulin formulations

—Velosulin Human contains sodium
phosphate for buffering action

—Insulatard NPH Human is truly isophane,
with no excess protamine

• Offer exceptional stability-36 months dating

• Are easy for patients to use

priced and readily available at pharmacies.

NORDISK-USA
3202 Monroe Street, Suite 100, Rockville, MD 20852 • (301) 770-4400
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nease

t second-nature tool,

Simplicity. Functionality:
Portability.

They are part and parcel of many
tools that make our life easier and
better.

Tools such as the GLUCOSCAN™
3000 Personal Blood Glucose Meter.

Simple
Everything
can be
learned, but

— -•-••• simple things

are learned more easily. Almost every
one knows how to use a paper clip.

The GLUCOSCAN 3000 Meter
has precisely the kind of simplicity
that invites easy learning.

Like the simple procedure. The
simple two-touch operation. Or the
permanent factory calibration that
does away with both unnecessary
steps and operator errors.

The faster the learning, the easier
your training job. And the greater
the likelihood of continued use.

The GLUCOSCAN one-minute
test and dry-blot procedure make
compliance sure and simple.

And when your patients comply,
you can feel confident with their
treatment program.

Functional
Functional tools work small miracles
every day. Using a pencil has
become second nature to the degree
that its brilliant, functional design
is taken for granted.

The GLUCOSCAN 3000 Meter
can become just such a tool for your

case holds everything required for
on-the-go factoring: fa******* *

>riate for every

like die Memory Bank?"
Data Log that auto-
matically stores your
patient's last 29 test
readings.

Or the largest,
easiest-to-read digital
display in glucose
monitoring. The only
adjustable volume
control. The longest
battery life. And
the longest meter
warranty—three
full years—
included free
of extra
charge.

Portable
Cumbersome objects stay home.
Compact ones go places. When we
wear a wristwatch, we always know
the time no matter where we are.

Equally, with the GLUCOSCAN
3000 Meter, your patients can test
their blood sugars
virtually anywhere,
because the
GLUCOSCAN
3000 Meter is the
smallest one
available.

But of
what use
is a small
meter if all
the other
testing
supplies
are not
readily at
hand? The unique,
truly pocket-portable GLUCOSCAN

pp nH
PENLEF* Automatic Blood Sampling
Pen, GLUCOSCAN Lancets, and, of
course,the GLUCOSCAN Meter itself.

GLUCOSCAN 3000
GLUCOSCAN 3000 is more than just
another meter. It's an important
part of life for many people.

Some say it's second nature.
Discover how blood glucose

testing can become second nature
with the GLUCOSCAN 3000 Personal
Blood Glucose Meter. Call us
toll-free for the name of your nearest
Authorized IifeScan Distributor:
United States 1800 227-8862.

Also available in the econom-
ical GLUCOSCAN 2000 model
(Memory Bank not included).

inc.
Mountain View, CA 94043

© 1986 IifeScan Inc.



GLUCOSCAN
Meters
Easiest to start with.
Easiest to stay with.

* OFFER EXTENDED to purchase of both Meter and Starter
Kit between May 27,1986 and December 31,1986.
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disease
Surgical intervention may open or bypass large vessel?

and restore the volume of blood reaching an affected limb.
These interventions usually improve function and alleviate
painful symptoms of intermittent claudication. But occasion-
ally, some impairment persists: elevated blood viscosity and
decreased erythrocyte flexibility—frequent concomitants of
ischemia—may still impede flow through the capillary beds.12



Ttental
(pentoxifylline)

operates where
you carit...

Increases tissue perfusion
TRENTAL® lowers blood viscosity and increases

erythrocyte flexibility—enhancing flow through
microcirculatory vessels smaller than the diameter of
the oxygen-carrying red cells. With TRENTAL® therapy
red blood cells transit capillary networks more readily
and tissue oxygenation and perfusion are improved.3

Evidence of such improved perfusion and oxy-
genation has been obtained from experimental
measurements of partial pressures of oxygen (pO2) in
the calf muscles of patients with limb ischemia.4

Substantial improvement
in postsurgical patients

In 12 of 19 patients with moderate to severe
chronic occlusive arterial disease, TRENTAL® 400 mg
t.i.d., produced substantial improvement in pain-free
walking distance.5

Eleven of the 12 responders (and 4 non-
responders) had previously undergone angioplasty
arterial revascularization, or lumbar sympathectomy
many having had more than one procedure. All were
prospective candidates for additional vascular surgery
but none had progressed to the point of requiring
surgical intervention at the start of the trial, and none
required surgery during the open label trial.

Twelve of the 19 patients (11 postsurgical) showed
an improvement of > 50% in initial claudication
distance and were considered drug responders.*

Responders achieved a 165%
mean improvement

in pain-free walking distance
(from a 52-meter baseline.5)

Mean % change in walking distance
from baseline over 12-week
treatment.

Baseline

improvement < 50% could be attributed to training and/or placebo
effect; < 50% is considered in this study to be a placebo response.

TRENTAL* can improve function and symptoms, but is not intended to
replace more definitive therapy such as surgery.
Please see following page for references and brief summary of prescribing
information.

Trental
(pentoxifylline)

400 mg
tablets

The only proven-effective agent
for intermittent claudication

© 1986 by Hoechst-Roussel Pharmaceuticals Incorporated.
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Trental* (pentoxifylline) Tablets, 400 mg
A brief summary of the Prescribing Information follows.
INDICATIONS AND USAGE:
Trental® (pentoxifylline) is indicated for the treatment of patients with intermit-
tent claudication on the basis of chronic occlusive arterial disease of the limbs.
Trental® (pentoxifylline) can improve function and symptoms but is not intended
to replace more definitive therapy, such as surgical bypass, or removal of arterial
obstructions when treating peripheral vascular disease.
CONTRAINDICATIONS:
Trental® (pentoxifylline) should not be used in patients who have previously
exhibited intolerance to this product or methyixanthines such as caffeine, theo-
phylline, and theobromine.
PRECAUTIONS:
General: Patients with chronic occlusive arterial disease of the limbs frequently
show other manifestations of arteriosclerotic disease. Trental® (pentoxifylline) has
been used safely for treatment of peripheral arterial disease in patients with
concurrent coronary artery and cerebrovascular diseases, but there have been
occasional reports of angina, hypotension, and arrhythmia. Controlled trials do
not show that Trental® (pentoxifylline) causes such adverse effects more often
than placebo, but, as it is a methylxanthine derivative, it is possible some
individuals will experience such responses.
Drug Interactions: Although a causal relationship has not been established,
there have been reports of bleeding and/or prolonged prothrombin time in
patients treated with Trental® (pentoxifylline) with and without anticoagulants or
platelet aggregation inhibitors. Patients on warfarin should have more frequent
monitoring of prothrombin times, while patients with other risk factors compli-
cated by hemorrhage (e.g., recent surgery, peptic ulceration) should have peri-
odic examinations for bleeding including nematocrit and/or hemoglobin. Trental®
(pentoxifylline) has been used concurrently with antihypertensive drugs, beta
blockers, digitalis, diuretics, antidiabetic agents, and antiarrhythmics, without
observed problems. Small decreases in blood pressure have been observed in
some patients treated with Trental® (pentoxifylline); periodic systemic blood
pressure monitoring is recommended for patients receiving concomitant antihy-
pertensive therapy. If indicated, dosage or the antihypertensive agents should
be reduced.
Carcinogenesis, Mutagenesis and Impairment of Fertility: Long-term stud-
ies of the carcinogenic potential of pentoxifylline were conducted in mice and
rats by dietary administration of the drug at doses up to approximately 24 times
(570 mg/kg) the maximum recommended human daily dose (MRHD) of 24 mg/kg
for 18 months in mice and 18 months in rats with an additional 6 months
without drug exposure in the latter. No carcinogenic potential for pentoxifylline
was noted in the mouse study. In the rat study, there was a statistically significant
increase in benign mammary fibroadenomas in females in the high dose group
(24 X MRHD). The relevance of this finding to human use is uncertain since this
was only a marginal statistically significant increase for a tumor that is common
in aged rats. Pentoxifylline was devoid of mutagenic activity in various strains of
Salmonella (Ames test) when tested in the presence and absence of metabolic
activation.
Pregnancy: Category C. Teratogenic studies have been performed in rats and
rabbits at oral doses up to about 25 and 10 times the maximum recommended
human daily dose (MRHD) of 24 mg/kg, respectively. No evidence of fetal malfor-
mation was observed. Increased resorption was seen in rats at 25 times MRHD.
There are, however, no adequate and well controlled studies in pregnant women.
Because animal reproduction studies are not always predictive of human
response, Trental® (pentoxifylline) should be used during pregnancy only if
clearly needed.
Nursing Mothers: Pentoxifylline and its metabolites are excreted in human
milk. Because of the potential for tumorigenicity shown for pentoxifylline in rats,
a decision should be made whether to discontinue nursing or discontinue the
drug, taking into account the importance of the drug to the mother.
Pediatric Use: Safety and effectiveness in children below the age of 18 years
have not been established.
ADVERSE REACTIONS:
Clinical trials were conducted using either controlled-release Trental® (pentoxifyl-
line) tablets for up to 60 weeks or immediate-release Trental® (pentoxifylline)
capsules for up to 24 weeks. Dosage ranges in the tablet studies were 400 mg
bid to tid and in the capsule studies, 200-400 mg tid.

The table summarizes the incidence (in percent) of adverse reactions consid-
ered drug related, as well as the numbers or patients who received controlled-

release Trental® (pentoxifylline) tablets, immediate-release Trental® (pentoxifyl-
line) capsules, or the corresponding placebos. The incidence of adverse reactions
was higher in the capsule studies (where dose related increases were seen in
digestive and nervous system side effects) than in the tablet studies. Studies with
the capsule include domestic experience, whereas studies with the controlled-
release tablets were conducted outside the U.S. The table indicates that in the
tablet studies few patients discontinued because of adverse effects.

INCIDENCE (%) OF SIDE EFFECTS

(Numbers of Patients at Risk)
Discontinued for Side Effect

CARDIOVASCULAR SYSTEM
Angina/Chest Pain
Arrhythmia/Palpitation
Flushing

DIGESTIVE SYSTEM
Abdominal Discomfort
Belching/Flatus/Bloating
Diarrhea
Dyspepsia
Nausea
Vomiting

NERVOUS SYSTEM
Agitation/Nervousness
Dizziness
Drowsiness
Headache
Insomnia
Tremor
Blurred Vision

Controlled- Release
Tablets

Trental®

(321)
3.1

0.3
—
—

0.6

2.8
2.2
1.2

—
1.9

1.2
—
0.3
—

Placebo

(128)
0

—
—

—

4.7
0.8
—

—
3.1

1.6

0.8
—

Immediate-Release
Capsules

Trental®

(177)
9.6

1.1
1.7
2.3

4.0
9.0
3.4
9.6

28.8
4.5

1.7
11.9

1.1
6.2
2.3
—
2.3

Placebo

(138)
7.2

2.2
0.7
0.7

1.4
3.6
2.9
2.9
8.7
0.7

0.7
4.3
5.8
5.8
2.2
—
1.4

Trental® (pentoxifylline) has been marketed in Europe and elsewhere since 1972.
In addition to the above symptoms, the following have been reported sponta-
neously since marketing, or occurred in other clinical trials with an incidence of
less than 1 % ; the causal relationship was uncertain: Cardiovascular—dyspnea,
edema, hypotension; Digestive—anorexia, cholecystitis, constipation, dry
mouth/thirst; Nervous—anxiety, confusion; Respiratory—epistaxis, flu-like
symptoms, laryngitis, nasal congestion; Skin and Appendages—brittle finger-
nails, pruritus, rash, urticaria; Special Senses—blurred vision, conjunctivitis, ear-
ache, scotoma; and Miscellaneous—bad taste, excessive salivation, leukopenia,
malaise, sore throat/swollen neck glands, weight change.

A few rare events have been reported spontaneously worldwide since mar-
keting in 1972. Although they occurred under circumstances in which a causal
relationship with pentoxifylline coujd not be established, they are listed to serve
as information for physicians: Cardiovascular—angina, arrhythmia, tachycardia,
Digestive—hepatitis, jaundice; and Hemic and Lymphatic—decreased serum
fibrinogen, pancytopenia, purpura, thrombocytopenia.
OVERDOSAGE:
Overdosage with Trental® (pentoxifylline) has been reported in children and
adults. Symptoms appear to be dose related. A report from a poison control
center on 44 patients taking overdoses of enteric-coated pentoxifylline tablets
noted that symptoms usually occurred 4-5 hours after ingestion and lasted about
12 hours. The highest amount ingested was 80 mg/kg; flushing, hypotension,
convulsions, somnolence, loss of consciousness, fever, and agitation occurred.
All patients recovered.

In addition to symptomatic treatment and gastric lavage, special attention
must be given to supporting respiration, maintaining systemic blood pressure,
and controlling convulsions. Activated charcoal has been used to adsorb pentoxi-
fylline in patients who have overdosed.
DOSAGE AND ADMINISTRATION:
The usual dosage of Trental® (pentoxifylline) in controlled-release tablet form is
one tablet (400 mg) three times a day with meals.

While the effect of Trental® (pentoxifylline) may be seen within 2 to 4 weeks,
it is recommended that treatment be continued for at least 8 weeks. Efficacy has
been demonstrated in double-blind clinical studies of 6 months duration.

Digestive and central nervous system side effects are dose related. If patients
develop these side effects it is recommended that the dosage be lowered to one
tablet twice a day (800 mg/day). If side effects persist at this lower dosage, the
administration or Trental® (pentoxifylline) should be discontinued.

Hoechst-Roussel Pharmaceuticals Inc. H o e C K l S t DM
Somerville, New Jersey 08876

A giant step toward
compliance...

• Medication
• Diet
• Stopping smoking
• Exercise
Ask your Hoechst-Roussel
representative for
information about this
innovative patient
education program.

400 mg
TabletsTrental

(pentoxifylline)
The only proven-effective agent
for intermittent claudication



HU MICRO-FINE M
1 Comfort,

The thinnest, finest, sharpest
needle ever made!

other Insulin Syringe can match it.
The more often you inject insulin, the more you'll

appreciate the remarkable B-D MICRO- FINE III needle.
MICRO-FINE El doesn't mistreat your skin. Its finely-

polished and lubricated point injects so gently you hardly
feel it—if you feel it at all.

Perhaps that's why doctors, nurses and hospitals use—
and pharmacists recommend—B-D insulin syringes over
all other brands combined. No other syringe can match the
overwhelming professional endorsement of B-D quality and
reliability. B-D is in a class by itself.

New B-D LO-DOSEk 1/2cc Syringe Design
A new needle shield and plunger cap guarantee sterility.

Syringes can now be packed in convenient packs of ten,
without the need for bulky outer packaging.

Toil-Free Information Number
You can talk with a B-D Professional about the use

or performance of any B-D product. Just call toll-free
1-800-237-4554...9 a.m. to 5 p.m. (Eastern). Not for
emergency or medical information.

BD
DIABETES CANE



Having it all



only with Chemstrip bG

The original
dry-wipe
strip

Can be read either visually or
withAccu~Chek®II

The strip with unsurpassed service
support programs:

• Patient education materials

• Staff training

• nationwide Diabetes
Supply Center network

• Specialized sales force

Accuracy and reliability
with maximum flexibility for
"today well lived."

Available through Boehringer Mannheim Diabetes
Supply Centers and most retail pharmacies.
For more information, call 1-800-858-8072.
© 1985, Boehringer Mannheim Diagnostics
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MANNHEIM Indianapolis. IN 46250

DIAGNOSTICS



When persistent hyperglycemia
or adverse effects signal the need
for a change—

*Non-insulin-Dependent Diabetes Mellitus (NIDDM)

Although the findings are controversial, the UGDP study reported in 1970 that the use
of tolbutamide, an oral sulfonylurea, was associated with increased cardiovascular risk.



Consider
the world's
most prescribed
oral hypoglycemic
agent: xx • #1 .

(GLYBURIDE)

C o n t r o l : High success rate**
(77%-100%) reported in Type II
diabetics who fail on diet alone.
Effective in some patients who fail on
other oral agents.

Compliance: Simple one-a-day
dosage regimen for most patients.
Low incidence of side effects.

C o n f i d e n c e : Safety proven in over
15 years of clinical use.

**Data on file, Hoechst-Roussel Pharmaceuticals Inc.

See following page for brief summary of prescribing information.

Hoechst S3

TABLETS
1.25, 2.5
and 5mg

Hoechst-Roussel Pharmaceuticals Inc.
Somerville New Jersey 08876



THE WORLD'S MOST PRESCRIBED
ORAL HYPOGLYCEMIC AGENT

DiaBeta® (glyburide) Tablets
1.25,2.5 and 5 mg
BRIEF SUMMARY

INDICATIONS AND USAGE
DiaBeta* (glyburide) is indicated as an adjunct to diet to lower the blood glucose in patients with non-
insulin-dependent diabetes mellitus (Type II) whose hyperglycemia cannot be controlled by diet alone.

In initiating treatment lor non-insulin-dependent diabetes, 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 the blood glucose and symptoms of
hyperglycemia. The importance of regular physical activity should also be stressed, and cardiovascular
risk factors should be identified and corrective measures taken where possible.

If this treatment program fails to reduce symptoms and/or blood glucose, the use of an oral
sulfonylurea or insulin should be considered. Use of DiaBeta* (glyburide) must be viewed by both the
physician and patient as a treatment in addition to diet, and not as a substitute for diet or as a convenient
mechanism for avoiding dietary restraint Furthermore, loss of blood glucose control on diet alone may
be transient, thus requiring only short-term administration of DiaBeta* (glyburide).

During maintenance programs, DiaBeta* (glyburide) should be discontinued if satisfactory lowering
of blood glucose is no longer achieved. Judgments should be based on regular clinical and laboratory
evaluations.

In considering the use of DiaBeta* (glyburide) in asymptomatic patients, it should be recognized
that controlling the blood glucose in non-insulin-dependent diabetes has not been definitely established
to be effective in preventing the long-term cardiovascular or neural complications of diabetes.
CONTRAINDICATIONS
DiaBeta* (glyburide) is contraindicated in patients with:

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

SPECIAL WARNING ON INCREASED
RISK OF CARDIOVASCULAR MORTALITY

The administration of oral hypogrycemk drug* has been reported to be associated with
Increased cardiovascular mortality as compared to treatment with diet alone or diet plus Insu-
lin. This warning Is based on the study conducted by the University Group Diabetes Program
(UGDP), a long-term prospective clinical trial designed to evaluate the effectiveness of glucose-
lowering drugs hi preventing or delaying vascular complications hi patients with non-lnsulln-
dependent diabetes. The study Involved 823 patients who were randomly assigned to one of
four treatment groups {Diabetes, 19 (supp. 2): 747-830,1970).

UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbuta-
mlde (1.5 grams per day) had a rate of cardiovascular mortality approximately 2Vi times that
of patients treated with diet alone. A significant Increase In total mortality was not observed,
but the use of tolbutamkle was discontinued based on the Increase In cardiovascular mortality,
thus limiting the opportunity for the study to show an increase hi overall mortality. Despite
controversy regarding the Interpretation of these results, the finding* of the UGDP study
provide an adequate basis for this warning. The patient should be Informed of the potential
risks and advantages of DiaBeta* (glyburide) and of alternative modes of therapy.

Although only one drug hi the sulfonylurea class (tolbutamkle) was Included hi this study,
it Is prudent from a safety standpoint to consider that this warning may also apply to other
oral hypoglycemic drags hi this class, hi view of their close similarities hi mode of action and
chemical structure.
PRECAUTIONS:
General
Hypoglycemia: All sulfonylurea drugs are capable of producing severe hypoglycemia. Proper patient
selection, dosage, and instructions are important to avoid hypoglycemic episodes. Renal or hepatic
insufficiency may cause elevated blood levels of DiaBeta* (glyburide) 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 may be difficult to
recognize in the elderly, and in people who are taking beta-adrenergic blocking 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 DiaBeta* (glyburide) and administer insulin.

The effectiveness of any oral hypoglycemic drug, including DiaBeta* (glyburide), in lowering blood
glucose to a desired level decreases in many patients over a period of time, which may be due to
progression of the severity of the diabetes or to diminished responsiveness to the drug. This phenomenon
is known as secondary failure, to distinguish it from primary failure in which the drug is ineffective in an
individual patient when first given.
Information for patients
Patients should be informed of the potential risks, advantages, alternative modes of therapy, importance
of adherence to dietary instructions, to a regular exercise program, and regular testing of urine and/or
blood glucose. Also explain to the patient and responsible family members, the risks of hypoglycemia,
its symptoms, treatment, conditions that predispose to its development, and primary and secondary
failure.

Laboratory Tests
Blood and urine glucose should be monitored periodically. Measurement of glycosylated hemoglobin
may be useful.
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, chlor-
amphenicol, probenecid, coumarins, monoamine oxidase inhibitors, and beta-adrenergic blocking
agents. When such drugs are administered to a patient receiving DiaBeta* (glyburide), the patient
should be observed closely for hypoglycemia. When such drugs are withdrawn from a patient receiving
DiaBeta* ( glyburide), the patient should be observed closely for loss of control.

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. When such drugs are administered to a patient receiving DiaBeta* (glyburide), the patient
should be closely observed for loss of control. When such drugs are withdrawn from a patient receiving
DiaBeta* (glyburide), the patient should be observed closely for hypoglycemia.
Carcinogenesis, Mutagenesls, and Impairment of Fertility
DiaBeta* (glyburide) is non-mutagenic when studied in the Salmonella microsome test (Ames test)
and in the DNA damage/alkaline elution assay. Studies in rats at doses up to 300 mg/kg/day for 18
months showed no carcinogenic effects.
Pregnancy
Teratogenlc Effects: Pregnancy Category B
Reproduction studies have been performed in rats and rabbits at doses up to 500 times the human dose
and have revealed no evidence of impaired fertility or harm to the fetus due to DiaBeta* (glyburide).
There are, however, no adequate and well controlled studies in pregnant women. Because animal
reproduction studies are not always predictive of human response, this drug should be used during
pregnancy only if clearly needed. Because recent information suggests that abnormal blood glucose
levels during pregnancy are associated with a higher incidence of congenital abnormalities, many
experts recommend that insulin be used during pregnancy to maintain blood glucose levels as close to
normal as possible.

Nonteretogenk 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 DiaBeta* (glyburide) is used during pregnancy, it should
be discontinued at least two weeks before the expected delivery date.
Nursing Mothers
Although it is not known whether DiaBeta* (glyburide) is excreted in human milk, some sulfonylureas
are known to be excreted in human milk. Because the potential for hypoglycemia in nursing infants may
exist, a decision should be made whether to discontinue nursing or to discontinue administering the
drug, taking into account the importance of the drug to the mother. If DiaBeta* (glyburide) is discon-
tinued and if diet alone is inadequate for controlling blood glucose, insulin therapy should be considered.
PEDIATRICUSE

Safety and effectiveness in children have not been established.
ADVERSE REACTIONS
Hypogrycemla: See PRECAUTIONS and OVERDOSAGE Sections.
Gastrointestinal Reactions: Cholestatic jaundice may occur rarely; DiaBeta* ( glyburide) should be
discontinued if this occurs. Gastrointestinal disturbances, e.g., nausea, epigastric fullness, and heartburn,
are the most common reactions and occur in 1.8% of treated patients. They tend to be dose-
related and may disappear when dosage is reduced.
Dermatologic Reactions: Allergic skin reactions, e.g., pruritus, erythema, urticaria, and morbilliform
or maculopapular eruptions, occur in 1.5% of treated patients. These may be transient and may
disappear despite continued use of DiaBeta* ( glyburide); if skin reactions persist, the drug should be
discontinued.

Porphyria cutanea tarda and photosensitivity reactions have been reported with sulfonylureas.
Hematologic Reactions: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic
anemia, and pancytopenia have been reported with sulfonylureas.
Metabolic Reactions: Hepatic porphyria reactions have been reported with sulfonylureas; however,
these have not been reported with DiaBeta* (glyburide). Disulfiram-like reactions have been reported
very rarely with DiaBeta* (glyburide).
OVERDOSAGE: Overdosage can produce hypoglycemia. Aggressively treat the mild symptoms (without
loss of consciousness or neurologic findings) with oral glucose and adjustments in drug dosage and/or
meal patterns. Continue close monitoring until patient is out of danger. Severe hypoglycemic reactions
with coma, seizure, or other neurological impairment, are medical emergencies requiring immediate
hospitalization. With hypoglycemic coma (diagnosed or suspected), administer rapid intravenous
injection of concentrated (50%) glucose solution, followed by continuous infusion of a more dilute
(10% ) glucose solution at a rate to maintain a blood glucose level above 100 mg/dL. Monitor closely for
a minimum of 24-48 hours; hypoglycemia may recur after apparent clinical recovery.

YOUR PRESCRIPTIONS FOR

DIABETA®
(GLYBURIDE)

SUPPORT

DIABETES
RESEARCH ̂ EDUCATION
fOUTiDATION

Hoechst-Roussel Pharmaceuticals Inc.
Somerville. New Jersey 08876

Hoechst

Q69101-1185



NUTRIMED
DIETARY FOOD SUPPLEMENT

PROTEIN SUPPLEMENT OF EXCEPTIONAL BIOLOGICAL QUALITY WITH A
WIDE RANGE OF APPLICATIONS

ANORECTIC FEEDING
Nutrimed derives approximately 60% of its calories from protein (pasteurized egg white solids) and has a multi-vitamin, multi-mineral
supplement built into the product. An extremely well accepted taste.

ANABOLIC FEEDING
Having a blend of exceptionally high quality protein and carbohydrate, Nutrimed is an excellent adjunct to a normal diet for those
patients who need to gain weight-well suited for post operative patients.

SUPPLEMENTED FASTING PROGRAMS-REFERENCE ARTICLES

A. Bistrian, B. R., Blackburn, G. L, et al: NITROGEN METABOLISM AND INSULIN REQUIREMENTS IN OBESE DIABETIC ADULTS
ON A PROTEIN SPARING MODIFIED FAST. Diabetes, Vol. 25, No. 6: 494-504, June 1976.

B. Vertes, V.Genuth, S. M., Hazelton, I.M.: SUPPLEMENTED FASTING AS A LARGE SCALE OUTPATIENT PROGRAM. JAMA, 238:
2151-2153, Nov. 14, 1977.

C. Kirschner, M. A., Schneider, G. et al: SUPPLEMENTAL STARVATION: A SUCCESSFUL METHOD FOR CONTROL OF MAJOR
OBESITY. Journal Med. Soc. New Jersey, Vol. 76, No. 3:175-179, March 1979.

D. Genuth, S., SUPPLEMENTED FASTING IN THE TREATMENT OF OBESITY AND DIABETES. The American Journal of Clinical
Nutrition, Vol. 32, No. 12: 2579-2586, Dec. 1979.

EACH AVAILABLE IN VANILLA OR CHOCOLATE FLAVORS

NUTRITIONAL INFORMATION

NUTRIMED
Serving Size
Servings Pet Box...
Calories Per Packet.

Protein
Carbohydrate.
Fat
Calories

Per Serving
(One Packet)

9 Gm.
6 Gm.
0 Gm.

60

One Packet 118.10 Grams: .63 Ounces)
18
60

Percent Of

Vitamin A 1.000 IU . . .
Vitamin D 80 IU . . .
Vitamin E 6 IU . . .
Vitamin C 12 Mg..
Thiamin .30 Mg..
Riboflavin .34 Mg..
Vitamin 86 40 Mg..
Vitamin B,? 1 20 Meg.
Niacin 4 Mg..
Folic Acid 80 Meg.
Biotin 60 Meg.
Pantothenic Acid 2 Mg..
Calcium 120 Mg..
Phosphorus 70 Mg..
Iron 3.6 Mg..
Iodine 30 Meg.
Magnesium 30 Mg..
Zinc 3 Mg..
Copper 4 Mg..
Manganese 8 Mg..
Sodium 180 Mg..
Potassium 170 Mg..
Selenium - -
Chromium - -
Molybdenum -
Approximate Analysis by Weight Nutrimed (Vanilla Flavor)

Protein - 50%: Carbohydrate - 33%: Fat— 3%
'Typical Daily Serving

"For Adults and Children Four Or More Years 01 Age
• " U S RDA Has Not Been Established

INGREDIENTS: (Vanilla Flavor) Pasteurized egg white solids, sucrose, nonfat dry milk, calcium
phosphate, natural and artificial flavors, magnesium oxide, sodium ascorbate. alpha tocopheryl
acetate, niacin. ferrous sulfate. vitamin A palmitate. manganese sulfate. D-calcium pantothenate.
pyridoxine hydrochloride, copper gluconate. vitamin 0 ; . thiamin. folic acid, biotin. riboflavin.
potassium iodide, cyanocobafamin

Per Five
Servings*

45 Gm.
30 Gm.
0 Gm.

300

U.S. RDA**
(Five Servings)

. . . . 100

5.000 IU 100
400 IU 100

30 IU 100
60 Mg 100

1.5 Mg 100
17 Mg 100
2 Mg 100
6 Meg 100

20 Mg 100
4 Mg 100
.3 Mg 100

10 Mg 100
.60 Gm 60
.35 Gm 35

18 Mg 100
.15 Mg 100

150 Mg 35
15 Mg 100
2 Mg 100
4 Mg • • •

.92 Gm ***

.86 Gm * * *

NUTRIMED 420
Serving Size
Servings Per Box 12

. One Packet (26 94 Grams: 93 Ounces)

Calories Per Packet

Protein
Carbohydrate.
Fat
Calories....

84

Per Serving Per Five
(One Packet) Servings*

14 Gm 70 Gm.
6 Gm 32 Gm.

.2 Gm 1 Gm.
84 420

Percent Of
US ROA"

(Five Servings)
150

.100

.100

.100

.150

.150

.150

.150

.100

.100

.100

.150

.100

.100

. 60

.100

.100

.100

.100

.100

Vitamin A i 000 IU 5.000 IU . . .
Vitamin D 80 IU 400 IU.
Vitamin E 6 IU 30 IU
Vitamin C 18 Mg 90 Mg..
Thiamin .45 Mg 2.25 Mg..
Riboflavin .52 Mg 2.6 Mg..
Vitamin B6 .60 Mg 3.0 Mg..
Vitamin B1? 12 Meg 6.0 Meg.
Niacin 4 Mg 20 Mg..
Folic Acid 08 Mg 4 Mg..
Biotin 90 Meg 450 Meg.
Pantothenic Acid 2 Mg 10 Mg..
Calcium 200 Mg 1 Gm.
Phosphorus 124 Mg 62 Gm..
Iron 3.6 Mg 18 Mg..
iodine 30 Meg 150 Meg.
Magnesium 80 Mg 400 Mg..
Zinc 3 Mg 15 Mg..
Copper .4 Mg 2 Mg..
Manganese .8 Mg 4 Mg..
Sodium 190 Mg 95 Gm..
Potassium 200 Mg 1 Gm..
Selenium 30 Meg 150 Meg.
Chromium 30 Meg 150 Meg.
Molybdenum 60 Meg 300 Meg.
Approximate Analysis by Weight: Nutrimed 420 (Chocolate Flavor)

Protein - 52%; Carbohydrate - 24% Fat - 1%
'Typical Daily Serving

"For Adults and Children Four Or More Years Of Age
' "U .S . RDA Has Not Been Established

INGREDIENTS: (Chocolate Flavor) Pasteurized egg white solids, sucrose, calcium sodium
caseinate. dutch cocoa (processed with alkali), nonfat milk, fructose, vegetable gums,
calcium phosphate, artificial flavor, magnesium oxide, sodium ascorbate. aspartame.'
ferrous sulfate. zinc sultate. alpha tocopheryl acetate, vitamin A palmitate. niacin. copper
gluconate. manganese sulfate. vitamin D ?. pyridoxine hydrochloride. thiamin, ribotlavin. chromic
acetate, sodium molybdate. biotin. folic acid, sodium selenite. potassium iodide, cyanocobalamin
"Phenylketonuncs: contains phenylalanine.

ALSO AVAILABLE - PROTEIN SOUPS, DRINKS, HOT COCOA MIX, AND GELATIN DESSERTS.

FOR INFORMATION CALL COLLECT 609-778-9200

ROBARD CORPORATION • 821 EAST GATE DRIVE • MT. LAUREL, N.J. 08054



Ames
GLUCO System:..

Easier to Manaae



Now your
patients have a
choice with the new
GLUCOMETEK* II
with Memory
Hacks your patients' blood glucose
readings and offers the privacy they want
Shares all the conveniences of the
Glucometer® II. Gives the on-the-go patient
a choice, and makes blood glucose monitoring
even easier!
Memory stores up to 26 test results so patients can
transfer them to their diary when it's more convenient
Recalls results at the touch of a button, and calcu-
lates the average too, so patients can easily monitor
their progress.

Privacy when desired
A privacy switch lets patients silence the "beeps"
when running tests in public.
Glucometer II Blood Glucose Meter with
Memory like the Glucometer II Blood Glucose

Meter, fits shirt pocket or purse, and is backed by
a strong warranty and customer service program.
Comes in a deluxe carrying case with everything
patients need for easy accurate results.

Procedure is easily learned too,
to encourage compliance.
Available through the Ames
national network of certified
Self-Testing Centers and retail
pharmacies across the country
It's simple. It's convenient.
It's Ames.

Patients can read results visually
or with the meter for convenient
testing anytime, anywhere with
Glucostix* Reagent Strips or the
pocket or purse size Glucostix*
Reagent Strips in Foil.

The first name in blood glucose monitoring.

Ames.,-the tradition continue!

Division

Ames Division, Miles Laboratories, Inc.

P.O. Box 70, Elkhart, Indiana 46515

•Glucometer is a registered trademark of Miles Laboratories, Inc. © 1986 Miles Laboratories. Inc. 0450213



HEART MSEASE,KIDNEY DISEASE. AND BUNDNESS
HAVE A COMMON WARNING SIGN.

Diabetes is a major contributor to heart dis-
ease, kidney disease and blindness. Physicians
believe, however, that early detection of diabetes
can help reduce or minimize severe complica-
tions later on.

Some of diabetes' most obvious warning

signs are frequent urination, unusual hunger,
excessive thirst, rapid weight loss, blurred vision,
skin infections and slow healing.

If you have any of the above symptoms, take
a warning from us.

See your physician.

FIGHT SOME OF THE WORST DISEASES OF OUR TIME. A

Support the American Diabetes Association. ^ A



"....of traditional
leg ulcer -

/^SH

A dressing that promotes the successful healing of
vascular ulcers.
Effective
Two-thirds of the ulcers healed when
treated solely with DuoDERMl
Most patients reported substantial relief
of pain1.

'Friedman SJ, Su WPD: Management of leg ulcers with hydrocolloid
occlusive dressing. Arch Dermatol 120: October 1984.
© 1986 E.R. Squibb & Sons, Inc. 586-513 Issued: July 1986

DuoDERM
HydroacfiVe®DressinG

\<\

Convenient
Easy to use, waterproof outer surface,
and cost effective.
Safe
Reduces the risk of wound infection by
creating a barrier to external bacteria?

2Mertz PM, Marshall DA, Eaglstein WH: Occlusive wound dressings
to prevent bacterial invasion and wound infection.) Am Acad Derm
12:#4, 1985.

r
Interested in learning more about DuoDERM5" Hydroactive*
Dressing ULCERPAK'"? Just check the box below, fill in your
name and address, and mail this coupon to: Convalec, Box
4000, Princeton, NJ 08543-4000. You will receive a packet of
professional materials.
• Yes, I would like to learn more about DuoDERM

ULCERPAK™.

Name

Street Address

City State Zip

tnvalec
A Squibb Company
P.O. Box 4000,
Princeton, NJ 08543-4000



Announcing
30 additional

ant recipients
om the Diabetes

Research
and Education
Foundation
Over $15 million awarded since inception,

DIABETES
RESEARCH ^EDUCATION
FOUNDATION



The Trustees of the Foundation announce
the funding of 30 special projects...

THIRTEEN IN BASIC RESEARCH:
Michael C. Appel, Ph.D., Worcester, MA

Autoimmune Diabetes in the NOD Mouse.
Robert R. Cardell, Ph.D., Cincinnati, OH

Subcellular Basis for Abnormal Hepatic Glucose
Production In Diabetic Rats.

Christoph deHaen, Ph.D., Seattle, WA
Cytochemical Localization of Glucose Transporter

Pierre De Meyts, M.D., Duarte, CA
Direct Metabolic Effects of Growth Hormone, Insulin
and Phorbol Esters on Isolated Rat Adipocytes.

Douglas Hanahan, Ph.D., Cold Spring Harbor, NY
Computerized Two Dimensional Protein Databases of
Islets and Cell Tumors from Mouse and Man.

C. Ronald Kahn, M.D.. Boston, MA
Biokinetics of Insulin in Man Using 1231-insulin and

Richard A. Knazek, M.D., Bethesda, MD
Arachidoitk Acid Metabolism in the Peripheral White
Blood Cells of Patients Having Diabetes Mellitus.

EIGHT IN CLINICAL RESEARCH:
Guenther Boden, M.D., Philadelphia, PA

Alcohol and Diabetes.
Larry Cousins, M.D., Loma Linda, CA

Longitudinal Characterization of Insulin Sensitivity
and Body Fat Distribution in Normal and Gestationai

Larry C. Deeb, M.D., Tallahassee, FL
Recognition and Treatment of Preventable Complications
of Diabetes Meilitus in Diverse Medical Practice

Andrea Dunaif, M.D., New York, NY
Insulin Resistance in Polycystic Ovarian Disease and the

John D. Fachnie, M.D., Detroit, MI
Dyslipidemia and Coronary-artery Disease in NIDDM
Females. The Role of Apolipoproteins A-l and B.

NINE IN EDUCATION:
Beverly Daley, L.C.S.W., Los Angeles, CA

"Sponsorship" for Adolescents with Diabetes.
Michael Dickson, Ph.D., Columbia, SC

Improving Patient Compliance With Oral Hypoglycemic

Carl F. Knirk, M.A., Seattle, WA
Translation of "Food and Diabetes" into Asian Languages

Cliff Lathery, Chicago IL
Development of National Exercise Program—A "Y's" Way

Lucinda L. Maine, Ph.D., Minneapolis, MN
Preparing Pharmacy Educators to Provide Under-
graduate and Professional Coursework in Diabetes.

Mara Lorenzi, M.D., San Diego, CA
High Glucose and Gene Function.

Carole Ober, Ph.D., Chicago, IL
Genetic Analyses of Gestationai Onset Diabetes
Meliitus.

Howard Rasmussen, M.D., Ph.D., New Haven, CT
The Biochemical Basis of Memory in Glucose-Mediated
Insulin Secretion

Richard E Selden, Ph.D., Boston, MA
Production of Human Insulin in Non-Islet Tissues of
Transgenic Mice. An Animal Model for Diabetic Gene
Therapy.

Henrik Westergaard, M.D., Dallas, TX
The Regulation of Intestinal Glucose Transport In Vivo

Barry M. Wilkes, M.D., Manhasset, NY
Angiotensin and Glomerular Hyperfiltration in the
Pathogenesis of Diabetic Glomerulopathy.

MarcK. Hellerstein, M.D., Ph.D., Boston, MA
Non-Invasive Investigations of Hepatic UDP-Glucose
Fluxes in Normal, Obese and Diabetic Man Using a
New Stable Isotopic Technique: Implications for Insulin
Resistance and Appetite Regulation.

AnnM. Lawrence, M.D., Ph.D., Chicago, IL
Insulin Antibodies in Pregnancy: Effect on Maternal &
Fetal Islet Histology, Pancreatic insulin Content and
Blood Sugar Levels.

Arlan Rosenbloom, M.D., Gainesville, FL
Quantitative Assessment of Joint Limitation in Young
Patients with Insulin-Dependent Diabetes Mellitus.

Frederick S. Mayer, R.Ph., M.P.H., Sausalito, CA
PPSI Diabetes Awareness Program.

Lynn M. Paulsen, Pharm.D., Pullman, WA
A Training Program For Caregivers of Elderly Diabetics.

Linda Samson, M.N., R.N.C., Philadelphia, PA
Home Glucose Monitoring of Pregnant Diabetics:
Major Problems and Intervention Strategies

Lillian Tom-Orme, R.N., M.S., Salt Lake City, UT
Navajo Socio-Cultural Beliefs and Practices about
Diabetes: A Modified Ethnographic Approach.

Continuation of the Foundation's work is insured by an annual donation derived from a percentage of sales of
diabetes products marketed by Hoechst-Roussel Pharmaceuticals Inc.

For a grant application, write to Herbert Rosenkilde, M.D., Executive Director, Diabetes Research and Education
Foundation, Inc., P.O. Box 6168, Bridgewater, NJ 08807-9998.

DO3005-686



Your patients may not have
a choice about taking insulin.

They should have a choice
about how they take it.

"It's not so bad;
you ' " get used Whatelsecouldyou
10 t h e needle, tell the diabetic who
must take insulin? After all, taking insulin is life-
sustaining to many, while for others it is the best
way to control blood sugar and retard or prevent
life-threatening complications. Your challenge is to
obtain maximum compliance, for effective control.

The reality, however, is that puncturing the skin with
a needle is neither normal nor something to look
forward to with anything but resignation, and for
various psychosocial or physical reasons something
that can be painful.

Even patients
must tell themselves,
It 'S n O t SO b a d . " How else could they
cope with up to 1,000 punctures a year?
How many of your patients would rather live without
needle injections and still have the maximum benefit
of insulin therapy?

Medi-Jector@

Needleless Injection:
a hpt+Pr r h n i r P The development
a D e n e r cno ice of Medi_Jectors
for Compl iance , needleless injection
Control and technology has
UJI i uui ai IU paralleled the
COmfOrt. evolution of modern
diabetes management, with its goal of improved
control facilitated by self blood glucose monitoring
and multiple daily doses of insulin.
The prospect of multiple daily injections cannot be
pleasant for patients who have found one shot a day
to be painful, or for patients who have never taken
insulin before. Such fear of needle punctures can
result in a detrimental compliance problem.

Medi-Jector is a precision,
mechanically-powered
injection device, proven
in over seven years of
patient use by thousands
Of d i a b e t i C S . Medi-Jector forces insulin,
under pressure, through a tiny orifice which pro-
duces a liquid column that is one-third the size of
the smallest needle. After penetration, the insulin is
rapidly dispersed through the planes of least resistance
as a fine spray. Penetration depth is adjustable to
accommodate individual and site-to-site variation in
skin resistance. Nothing touches the patient but the
tiny column of insulin. Compared to needle injections,
there is less tissue trauma, greater insulin dispersion
and improved absorption. Most important, the
injection sensation is virtually undetectable.

Medi-Jector users tell us they could no longer conceive
of taking multiple injections with a needle, and most
say they never want to "see" an insulin syringe again.



Medi-Jector LV
designed for modern
insulin therapy

Derata Corporation, a
pioneer in the research and
development of insulin jet
injector systems, designed
its third generation system
to meet the needs of
modern multiple insulin
injection therapy.

Medi-Jector LV delivers up to 50
units of U-100 (single or mixed doses) with
unequaled comfort. Confirmed accuracy (tenths of
a unit) delivers precise doses, time after time.

Its compact size (6 inches long) and light weight (12
ounces) provides anywhere, anytime convenience.

Simple operation and available training materials
makes patient instruction easy and effective.
Continuing customer support services ensure
patient confidence and maximum utilization.

Medi-Jector LV is classified as durable medical
equipment and is 80% to 100% covered by many
insurance plans. Additionally, the Derata Corporation
is so confident of the quality and comfort of the
Medi-Jector LV that it is sold with a prorated
money-back guarantee and warranteed for five
years. Medi-Jector LV will provide your patients

years of economical, effective insulin delivery with
a comfort unequaled by insulin syringes.

Wouldn't your patients appreciate the
opportunity to compare Medi-Jector LV with
the needle, and then choose? Show them the
modern alternative, then let them choose.

Discover why your patients
deserve to have the
Medi-Jector choice — call us
at l-800-328-3074?We will
provide you with complete
information and the name
of your local distributor.

"'Minnesota residents please call 612-535-6765

P-10185

DERMA
CORPORATION

7380 32nd Avenue North
Minneapolis, MN 55427



.W7.. from Squibb-Novo

The First Premixe
Human Insuli

70% NPH Human Insulin Isophane
Suspension & 30% Regular Human

Insulin Injection (semi-synthetic)

A stable mixture that combines
rapid onset with sustained

duration in one vial

The benefits of a
mixed insulin
regimen without
the inconvenience

Advantages for
your patient
• Ease of use-for me
patient currently mixing a 70/30 ratio
of NPH & Regular (the most frequently
prescribed ratio1)

D Convenience totally
eliminating the steps of mixing insulin

• ACCUraCy—eliminates risk
of patient mixing error

I I E c o n o m y —at no extra cost
to patient

1. Physic.idris surveyed. American Dwbetes Association
Annu.il Meeting. 1986, Arwheim. Cilif

t&P.

Novci Industri A/S

SQUIBB
The diabetes care specialists




