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To fast
or not to fast
in diabetic
diagnosis

@

Ames

Postprandial vs fasting blood glucose
While the fasting blood-sugar level is fre-
quently used as the basis for a diagnosis of
diabetes, many adults may escape detection
if this is the sole measurement used.
Danowski states that "...the most common
undiagnosed form of diabetes mellitus in the
adult...is characterized by normal fasting
blood sugar levels with undue postprandial...
hyperglycemia."1 Lee reports that "For dis-
covering new cases of diabetes, postprandial
and postglucose determinations are infinitely
superior to fasting levels."2 Adult diabetes,
diagnosed in its early stages, is usually
amenable to treatment by diet alone or by
diet with oral hypoglycemic agents.1 Such
treatment, instituted promptly upon diag-
nosis, may prevent the diabetic condition
from progressing to a more advanced stage
with attendant complications.

Reliable diagnostic team
DEXTROSTIX® Reagent Strips-the 60-
second test for blood glucose—and
GLUCOLA™-pleasant-tasting, well-toler-
ated carbonated beverage which provides a
loading dose equivalent to 75 Gm. of glucose
—constitute a dependable product team that
provides definitive results in postprandial
screening procedures. When you instruct
your pat ient to drink a 7-oz. bottle of
GLUCOLA, instead of a regular meal, two
hours before scheduling an office test with
DEXTROSTIX, you are sure that the glu-
cose challenge is adequate for the reliable
screening for diabetes. Unlike the cloying,
conventional type glucose loading dose,
GLUCOLA is refreshing, avoids nausea and
vomiting. In 85,000 patients tested with
GLUCOLA not one case of vomiting was
reported.3

You know the result...before the patient
leaves the office
The test with DEXTROSTIX requires only
a small globular amount of capillary or
venous blood for a reliable quantitative
blood-glucose estimate in 60 seconds. With
DEXTROSTIX and GLUCOLA, you are able
to estimate whether the patient is nondia-
betic, diabetic or borderline. It has been sug-
gested that screening levels be set "...low
enough, such as 130 mg./lOO ml. true glucose
one hour or longer after a meal, to pick up all
presumed or probable diabetics, who will
then be candidates for further testing."4

References
(1) Danowski, T. S., in Danowski, T. S.; Krosnick,
A., and Knowles, H. C , Jr . : Juvenile Diabetes,
Proceeding's of a Workshop Held at Princeton,
New Jersey, April 22-23,1963, p. 3. (2) Lee, C. T,
Jr . : M. Clin. North America H: 1507 (Nov.) 1960.
(3) Leonards, J .R . ; McCullagh, E. P., and Chris-
topher, 1C . : DiabetesU:96 (Feb.) 1965. (4) Krall,
L. P.: M. Clin. North America 49:893 (July) 1965.



Product
team

a palatable glucose challenge
for reliable postprandial readings

for easy-to-perform blood-glucose screening
while the patient is still in your office

Ames Company
Division Miles Laboratories, Inc.

Elkhart, Indiana, U.S.A.
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figures and photomicrographs.
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ies Concerning Glycosuria and Diabetes.
Cambridge, Harvard University Press,
1913, p. 461.

An abstract or summary of the content
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should usually appear at the beginning.
If possible, this should be self-contained
and understandable without reference to
the text.

Photographs, drawings and figures
should be suitable for reproduction pur-
poses. Photographs should be unmounted,
untrimmed glossy prints. The names of
authors should appear on the back. The
tops of photographs and figures should be
indicated.

Galley proofs are sent to the principal
author of each paper, with a price list
and order blank for reprints.

All manuscripts and editorial corre-
spondence should be addressed to the
Editorial Office, DIABETES, American Dia-
betes Association, Inc., 18 East 48th Street,
New York, New York 10017.
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Throughout the day and the night...

/In most stable adult diabetics, once-daily dosage of Dymelo/provides
effective control with an outstanding record of safety and economy.

Effectiveness—The hypoglycemic activity of
Dymelor following a morning dose generally
extends throughout the twenty-four-hour
period.1

Safety—The gradual reduction of effect usu-
ally prevents undue depression of blood sugar
during the sleeping hours. Cumulation of the
drug ordinarily does not occur.2

Economy—Because of its relative potency,
Dymelor has been shown to control many pa-
tients at about half the cost of their previous
form of therapy—a matter of significance to
patients on lifelong treatment.

1. Wood, F. C , and Williams, R. H.: Oral Drug Therapy of Diabetes
Mellitus, GP, 33:128 (April), 1966.

2. Galloway, J. A., et al.: The Metabolism of Acetohexamide in Man,
Diabetes, i4:456, 1965.



effective control with once-daily dosage

0 TABLETS

DYMELOR
ACETOHEXAMIDE

5OO mg. £ » TABLETS
WDYMELOR*

ACITOHIXAMWI

250 mg. 1

DYMELOR^
ACETOHEXAMIDE

600815

fSee next page for prescribing information.)



DYMELOR-For most patients, all the advantages of once-daily
dosage without the hazard of cumulative effect

Dymelor is an oral hypoglycemic agent effective in the treatment
and management of selected patients with stable diabetes mel-
litus. It is not an oral Insulin.

Indications: Dymelor is indicated only in the treatment of dia-
betes mellitus of the stable, maturity-onset, nonketotic type in
patients not controlled solely by dietary regulation. A trial with
Dymelor, either alone or in combination with phenformin, may
result in a resumption of response to oral therapy in certain
patients who have failed to be controlled either initially or
secondarily with the other oral agents.

Contraindications: The use of Dymelor is contraindicated as

follows:

1. As sole treatment in juvenile, brittle, unstable, or severe
diabetes, because sulfonylurea drugs as a class are ineffective
when employed as the only therapy in these types of diabetes.
Insulin is the required therapeutic agent in such cases, al-
though, on occasion, Dymelor may be given jointly with Insulin.

2. In diabetes complicated by acidosis, ketosis, coma, major
surgery, infections, gangrene, or severe trauma.

3. In pregnancy.

4. In patients with renal glycosuria or the hyperglycemia occa-
sionally associated with uremia. (The hyperresponsiveness
of such patients to sulfonylurea drugs may result in prolonged
or fatal hypoglycemia.)

5. In patients who do not have diabetes.

Precautions: Dymelor is a potent hypoglycemic agent, and
excessive dosage may result in severe hypoglycemia which re-
quires prompt and vigorous treatment (see below). For this
reason, the dosage recommendations for Dymelor should be fol-
lowed carefully.

The new diabetic starting on Dymelor must receive full in-
structions in the basic principles of diabetic management, includ-
ing prevention of complications, dietary regulation, methods of
testing the urine for glucose and ketone bodies, and the cause,
signs, and prevention of hypoglycemia.

If hypoglycemia is prolonged or recurs, treatment with
intravenous hypertonic glucose solution (10 to 50 per-
cent) should be instituted immediately and continued
until the hypoglycemic tendency subsides.

A regular follow-up regimen with the physician is imperative.

Patients with hepatic and/or renal impairment, as well as
those who are debilitated or malnourished, must be observed
very closely for hypoglycemia. In these patients, careful dosage
adjustments and close observation are in order.

Because of the sulfonylurea-potentiating effects reported with
certain drugs, hypoglycemia may occur when such agents as the
antimicrobial sulfas, phenylbutazone, or probenecid are a part
of the treatment program of patients receiving Dymelor.

Dymelor should be used cautiously in elderly persons and in
patients with acute alcoholism or adrenal or pituitary insuffi-
ciency.

Short-term studies of patients treated with Dymelor have
demonstrated no significant changes in thyroid function, al-
though this class of drugs may have an antithyroid effect.

Diabetes and porphyria rarely occur together. In the event
they do, sulfonylurea compounds, like the antimicrobial sulfa
drugs and barbiturates, may aggravate hepatic porphyria.

Very rarely, patients receiving any of the sulfonylureas may
experience peculiar symptoms, referred to as the "disulfiram
reaction," following the ingestion of alcohol.

In view of cases of liver damage reported with all sulfonylurea
agents, Dymelor should be used with great caution in the pres-
ence of liver disease; such patients should be observed closely,
and follow-up clinical and laboratory examinations should be
performed, particularly with respect to liver function studies.

Thrombocytopenia and pancytopenia in association with the
use of Dymelor have been reported in rare instances. Because
agranulocytosis, leukopenia, hemolytic anemia, aplastic anemia,
and cholestatic jaundice have resulted occasionally with other
sulfonylurea drugs, the possibility of the occurrence of these
untoward reactions should be kept in mind when Dymelor is
prescribed.

Caution should be exercised in the administration of thiazide
diuretics to diabetic patients on sulfonylurea therapy since the
thiazides have been reported to aggravate the diabetic state and
to result in increased requirements of the sulfonylurea, tempo-
rary loss of control, or even secondary failure.

Side-Effects: Although hypoglycemia is a manifestation of the
activity of the drug and is not a side-effect in the usual sense, it
is nevertheless desirable to avoid this reaction.

Patients receiving sulfonylurea drugs may also experience gas-
tro-intestinal disturbances, including nausea, gastritis, and, rarely,
bleeding from the upper gastro-intestinal tract. Cutaneous mani-
festations of hypersensitivity, characterized by the development
of maculopapular skin eruption or other dermatoses, have been
reported, and a few instances of headache, nervousness, and
tingling, all possibly related to hypoglycemia, have also been
noted. Photosensitivity reactions may occur.

Jaundice of the mixed hepatocellular type has been observed
with Dymelor but is very unusual. Elevations in alkaline phos-
phatase have been reported in some patients receiving Dymelor
as well as in some cases treated with other sulfonylureas. The
significance of these changes is unknown, since diabetics as a
group may have higher values for certain liver function tests
than do nondiabetics.

How Supplied: Dymelor is supplied as scored tablets of 250
mg. and 500 mg. in bottles of 50, 200, and 500.

DYMELOR'
ACETOHEXAMIDE

Additional information available to physicians upon request. Eli Lilly and Company, Indianapolis, Indiana 46206.



ADA FORECAST

Published every other month by the American
Diabetes Association, the ADA FORECAST is a
magazine planned to meet the specific needs of
people with diabetes and the parents and relatives
of such patients. It carries up-to-date articles about
the medical, social and economic aspects of dia-
betes, news about research, diet and menus, "success
stories" about patients, correspondence, humor.

Physicians find their patients who read ADA
FORECAST are generally well-informed about dia-

betes, and do not need the detailed explanation
about the condition that can be so time-consuming.

Individual subscriptions are —one year: $2; two
years: $3.50; three: $4.75. Group rates for organiza-
tions on request. Physicians may order three intro-
ductory one-year subscriptions for patients for $4.75,
plus $1.58 per additional subscription. Twenty-five
cents a year additional for each subscription outside
the United States, U. S. Possessions, Canada and the
Pan American Union.

Send your orders to
AMERICAN DIABETES ASSOCIATION, 18 East 48th Street, New York, New York 10017

or write for free sample copies and subscription forms.



was a time
when it was thought
that all
diabetics were
insulin deficient...



BUT THAT W A S B E F O R E new techniques demonstrated that overweight,
stable adult diabetics may have excessive postprandial levels of circulating insulin.

N E W R E S E A R C H is focusing attention on metabolic problems of the
overweight, stable adult (ketoacidosis-resistant) diabetic and suggests that DBI-TD is
the product of choice together with a proper diet in the management of these patients.
For the ketoacidosis-prone diabetic, insulin is still the essential hypoglycemic agent.

THE PROBLEMS

Insulin release in response to hyperglycemia is
excessive

Fat mobilization and utilization are suppressed
and lipogenesis accelerated by excessive endo-
genous insulin

Hyperglycemia, glycosuria and ketoacidosis re-
sistance with continued weight gain or main-
tained obesity

A PRACTICAL SOLUTION

DBI-TD lowers blood sugar and may reduce ex-
cessive insulin release toward normal

DBI-TD lowers blood sugar without promoting
lipogenesis; permits fat mobilization and
utilization

DBI-TD lowers blood sugar, controls gTycosuria
and aids in gradual weight loss"1

* Anorexia has been suggested as a possible basis for weight loss. However, controlled studies suggest that it is due to
the mechanism of drug action. Comparable dosages of DBI-TD do not induce weight loss or lower blood sugar in
nondiabetic subjects.

(PHENFORMIN HCI)
timed-disintegration capsules 5O mg.

Dosage: 1 to 3 capsules daily. Side Effects: Gastrointestinal, occurring more often at higher dosage levels, abate
promptly upon dosage reduction or temporary withdrawal. Precautions: Occasionally an insulin-dependent patient will
show "starvation" ketosis (acetonuria without hyperglycemia) which must be differentiated from "insulin-lack"
ketosis which is accompanied by acidosis, and treated accordingly. Lactic acidosis has been reported in nondiabetics
and diabetics treated with insulin, with diet, and with DBI. Question has arisen regarding possible contribution of
DBI to lactic acidosis in patients with renal impairment and azotemia and also those with severe hypotension second-
ary to myocardial or bowel infarction. Periodic B. U. N. determinations should be made when DBI is administered in
the presence of chronic renal disease. DBI should not be used when there is significant azotemia. Any cardiovascular
lesion that could result in severe or sustained hypotension, which may itself lead to development of lactic acidosis,
should be considered cause for immediate discontinuation of DBI at least until normal blood pressure has been
restored and is maintained without vasopressors. Should lactic acidosis occur from any cause, vigorous attempts
should be made to correct circulatory collapse, tissue hypoxia, and pH. Contraindications: Severe hepatic disease,
renal disease with uremia, cardiovascular collapse. Not recommended without insulin in acute complications of
diabetes (metabolic acidosis, coma, severe infections, gangrene, surgery). Pregnancy Warning: During pregnancy,
until safety is proved, use of DBI, like other oral hypoglycemic drugs, is to be avoided.

Consult product brochure. Also available: DBI tablets 25 mg.

U. S. VITAMIN & PHARMACEUTICAL CORPORATION
800 Second Avenue, New York, N.Y. 10017



For your newly diagnosed,
adult diabetic Orinase®
the standard of comparison
for effectiveness and safety

of Orinase
(tolbutamide)
Contraindications: Do not use as sole therapy in juvenile diabetes, unstable or brittle diabetes or diabetes complicated by acidosis, ketosis,
coma. Fever, severe trauma, major surgery, severe diarrhea, nausea or vomiting may require supplemental insulin. Do not use in patients with
severe renal insufficiency or persistent skin reactions. Tolbutamide has feticidal and teratogenic effects in animals at doses of 1000 to 2500
mg./kg. per day. Safety and usefulness during pregnancy not yet established; not recommended in obstetrical patients. Precautions: Observe
all measures indicated with insulin. Instruct patient fully concerning his disease and consequences of dietary neglect, weight control, exer-
cise, hygiene, avoidance of infection and need for informing physician of any unusual feeling. Teach patient to recognize and counteract
impending hypoglycemia and test for glycosuria and ketonuria. During insulin withdrawal, take care to avoid ketosis, acidosis and coma.
Thiazide diuretics may aggravate diabetes; administer with caution to patients on tolbutamide. Careful observation and dosage adjustment
essential in patients with impaired hepatic and/or renal function and debilitated, malnourished or semistarved patients because of increased
danger of severe hypoglycemia, which may require several days to correct. Side Effects: Severe hypoglycemia, which may mimic acute neu-
rologic disorders, is uncommon, but hepatic and/or renal disease, malnutrition, debility, advanced age, alcoholism, adrenal and pituitary



flexibility
With Orinase, the physician can readily and
safely adjust dosage-from patient to patient,
or from time to time in a particular patient-
to meet variations in metabolism or changing
circumstances. Dosage flexibility, a major
factor in successful oral control, may make all
the difference in maintaining satisfactory,
smooth response to treatment.

insufficiency may predispose to it. The following may prolong or enhance the action of tolbutamide and increase the risk of hypogiycemia:
insulin, phenformin, sulfonamides, oxyphenbutazone, phenylbutazone, salicylates, probenecid and monoamine oxidase inhibitors. Reduction
of RAI uptake after long use, without evidence of hypothyroidism or thyroid enlargement, has been reported. Photosensitivity reactions and
disulfiram-like reactions have occurred after ingestion of alcohol. Crystalluria or other renal effects have not been observed. Jaundice rare;
has cleared after drug withdrawal. In persistent jaundice, rule out carcinoma of pancreas or other obstructive lesions of the bile duct.
Leukopenia, agranulocytosis, thrombocytopenia and hemolytic anemia have been reported. Other reactions usually mild-headache, nausea,
epigastric fullness, heartburn-frequently disappear when dosage reduced or given in divided doses with meals. Allergic skin reactions
(pruritus, erythema, and urticarial, morbilliform, or maculopapular eruptions) frequently disappear with continued administration. Supplied:
0.5 Gm. scored tolbutamide tablets in bottles of 50, 200 and 500. For more detailed prescribing Information on this product, consult your
Upjohn representative or see the package circular.
© 1 9 6 6 by The Upjohn Company J66-S745-1 Upjohn





for the diabetic patient
in penumbra*
In stable, maturity-onset diabetes, some patients are not

at all amenable to oral therapy; many are well controlled and

encounter no difficulties. Between these extremes, there

is the diabetic patient in penumbra—the secondary failure,

the patient with untoward side reactions,or the insufficiently

responsive patient. For these diabetics in penumbra,

Upjohn research has developed a new therapeutic recourse--

Tolinase, an effective sulfonylurea. In most patients,

once-a-day therapy is satisfactory. Tolinase may control

diabetes where other oral agents fail . . . i t may be well

tolerated where other oral agents are not.

•Penumbra: a marginal region or borderland of partial obscurity or of
some blighting influence. (Webster's Unabridged International Dictionary,
Second Edition, 1957.)

new

Tolinase
(tolazamide)
Contraindications: Do not use in juvenile diabetes, unstable or
brittle diabetes or in diabetics undergoing surgery or those with
infections, severe trauma, ketosis, acidosis or coma, or a his-
tory of repeated ketoacidosis. Do not use in patients with renal,
hepatic or endocrine disease. Safety and usefulness during preg-
nancy not established; not recommended in obstetrical patients.
Precautions: Observe all measures indicated with insulin or other
sulfonylureas. Instruct patient fully concerning his disease and
consequences of dietary neglect, careless attitude, the impor-
tance of weight control, exercise, hygiene, avoidance of infec-
tion and need for informing physician of any unusual feeling.
Teach patient to recognize and counteract impending hypogly-
cemia and test for glycosuria and ketonuria. During insulin with-
drawal, take care to avoid ketosis, acidosis and coma. Patients
previously treated with phenformin plus sulfonylureas, being
transferred to therapy with tolazamide, should be carefully ob-
served during the transitional period. Thiazide diuretics may
aggravate diabetes; administer with caution to patients on tol-
azamide. Careful observation and dosage adjustment is essen-
tial in debilitated, malnourished or semi-starved patients because
of the increased danger of severe hypoglycemia, which may re-

extends the
domain of
oral control
in diabetes
quire corrective therapy. Advanced age, alcoholism, hepatic and
renal disease, adrenal and pituitary insufficiency may also pre-
dispose to severe hypoglycemia which may mirrfic acute neuro-
logic disorders. The following may enhance the action of tolaza-
mide and increase the risk of hypoglycemia: insulin, phenformin.
sulfonamides, oxyphenbutazone, phenylbutazone, salicylates,
probenecid and monoamine oxidase inhibitors. Side Effects: Hy-
poglycemia observed in 2.2% of 1,784 cases; may usually be alle-
viated by reducing the dose (see Precautions for factors possibly
increasing danger of hypoglycemia). Gastrointestinal symptoms
related to Tolinase therapy were nausea 0.6%, vomiting 0.3%,
and gas 0.2%. Dermal reactions consisted of rash 0.3%, and
pruritus 0.1%. Weakness, fatigue, dizziness, vertigo, malaise and
headache, each less than 0.1%, may not have been drug related.
Leukopenia occurred in a few patients, but the count returned
to normal with continued administration of drug. Although
disulfiram-like alcoholic flushes have not been reported with
Tolinase, their possibility should be kept in mind. Supplied: 100
mg. and 250 mg. compressed, scored tablets in bottles of 50.
For more detailed prescribing information on this product, con-
sult your Upjohn representative or see the package circular.
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...but you can make his diabetes
easierto manage with Diabinese

Your patient treated with Diabinese is more likely to feel
better because desirable and stable blood sugar levels
are generally maintained: The prolonged action of
Diabinese affords a consistently stable equilibrium not
readily obtainable with insulin or shorter-acting oral
agents. "When chlorpropamide is given once daily to a
responsive diabetic patient an immediate and sustained
reduction occurs in the fasting blood glucose value... .The
character of this response can be directly related to the
fact that, since chlorpropamide is slowly excreted, ade-
quate therapeutic levels are evenly maintained over the
whole twenty-four hour period by the administration of a
single daily dose."' Patient well-being is enhanced by the
economy and convenience of the once-a-day regimen.

Your patient treated with Diabinese is less likely to expe-
rience early drug failure-. Better regulation with Diabinese
increases the likelihood of continuing response.

After one month:
Patients with EXCELLENT CONTROL*
Rate of Secondary Failuret

Treated with Treated with
tolbutamide Diabinese
(432 patients) (305 patients) 2
38% 52%
27% 12%

*Below 130 mg./lOO ml.; no glycosuria, no diabetic symptoms.
tAfter six years of therapy, 34% of the tolbutamide patients had failed as
compared with only 15% of patients receiving Diabinese.

Greater effectiveness with lower dosage provides the re-
serve potency that may be required to forestall drug fail-
ure: "Early use of a more potent drug, before the patient
is out of control, is preferable since it means greater re-

serve, and thus avoids the need for a later change."3

Ilisibiiicse
chlorpropamide

makes diabetes easier to manage... easier to live with

turn page for brief summary and references...



Dhiliinese
chlorpropamide

makes diabetes easier to manage
easier to live with

Contraindications: Diabinese is not indicated as
the sole agent in juvenile diabetes, severe or un-
stable brittle diabetes, and diabetes complicated
by acidosis, coma, surgery, infections, severe
trauma, severe diarrhea, or nausea and vomit-
ing. Contraindicated in patients with impair-
ment of hepatic, renal or thyroid function, and
during pregnancy. Serious consideration should
attend its use in women of child-bearing age.
Use with caution in patients with Addison's dis-
ease and those receiving barbiturates or ingest-
ing alcohol.
Warnings: Prescription refills should be con-
trolled by the physician. Urine tests for sugar
and acetone three times daily and complete
weekly medical evaluations are necessary dur-
ing the first six weeks of therapy. Frequent liver
function tests may be indicated. Increase in
serum alkaline phosphatase may indicate in-
cipient jaundice and the drug should be with-
drawn.
Chlorpropamide-Phenformin: In infection, se-
vere trauma or surgical procedures, temporary
withdrawal of chlorpropamide-phenformin ther-
apy and substitution of insulin, alone or with
chlorpropamide, may be necessary.
Precautions: Hypoglycemic reactions may oc-
cur. They are treated by glucose administration.
Treat under close observation for at least 3 to 5
days.
Insulin is essential during intercurrent compli-
cations.
Chlorpropamide-Phenformin: Gastrointestinal
upset indicates reduction of phenformin dosage.
Lactic acidosis and ketonuria without hypogly-
cemia have been reported with phenformin.
Adverse Reactions: Usually dose-related and re-
spond to reduction or withdrawal of therapy.
Generally transient and not of a serious nature
and include anorexia, nausea, vomiting and gas-
trointestinal intolerance; infrequently weakness
and paresthesias, leukopenia, thrombocytope-
nia ajd mild anemia; rarely aplastic anemia,
agranulocytosis and phototoxicity. Not related
to dosage is idiosyncrasy or hypersensitivity,
rarely severe. Any hypersensitivity reaction dic-
tates discontinuance of therapy. This includes
skin rash (rarely erythema multiforme or exfol-
iative dermatitis), low grade fever, eosinophilia,
progressive elevation of alkaline phosphatase,
possibly depression of formed elements of the
blood and rarely severe diarrhea with bleeding
associated with jaundice, skin rash or both.
Supply: 100 mg. and 250 mg. scored tablets.
More detailed professional information available
on request.
References: I. Dunlop, D.: St. Bartholomew's Hosp.
J. 67:159, July, 1963. 2. Moss, J. M. et al.: Scien-
tific Exhibit, Fifth Cong. Int. Diabetes Fed., To-
ronto, Canada, July 20-24, 1964. 3. Beaser, S. B.:
Scientific Exhibit, A. M. A. Ann. Meet., San Fran-
cisco, Calif., June 21-25, 1964.

Since 1849

(Pfizer)
Science for the world's well-being®

PFIZER LABORATORIES
Division, Chas. Pfizer & Co., Inc.

New York, New York 10017

FOR YOUR MEDICAL LIBRARY . . .

The Proceedings of the American Diabetes As-

sociation were published annually from 1941

through 1951, after which they were superseded

by the Journal DIABETES. Volumes for the years

1942, 1943, 1948, 1949 and 1950 are still

available.

These "collector's items" can be ordered for

five dollars per volume postpaid while they lastl

For Members of the American Diabetes Asso-

ciation they preserve an excellent record of the

Association's development during its early years.

For those with an historical interest in diabetes

they record the status and the progress of dia-

betes research and treatment during an im-

portant decade in its history.

Fill the gaps in your medical library while it is

still possible to do so. Send your order today

to the American Diabetes Association, 18 East

48th Street, New York, New York 10017.



o
z

q

I

YOUR
DIABETIC
PATIENTS'
BEST
FRIEND

10-second "yes-or-no" test for urine "sugar spill"— CLIN 1STIX*
So simple and convenient that you can be sure your patients will
test as you instruct. DAMES COMPANY, Division Miles Laboratories,
Inc., Elkhart, Indiana Ames



easy
does
it!

tear, moisten, compare-that's all!

*'" H I UKINMIISM

A-l8 Please mention DIABETES when writing to advertisers. DIABETES, VOL. 15, NO. 10


