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Time to get down
about the

Low incidence of
side effects?

All sulfonylureas.*
The incidence of side effects

of all sorts [with all oral
agents], including

hypoglycemia, is very
low—perhaps 3%.

It may be less than
that of insulin
therapy and no
greater than many
drugs in current us

Beaser, S. B.: Oral therapy and
diabetes melfitus, presented at Ann.Meet

Minnesota Acad. Gen Pract.. Minneapolis
Minn., Sept. 29-30, 1965.

*While the incidence of side effects with all sulfonylureas is low,
they can be severe, with variations in severity in specific instances depending

on the physiologic status of the patient and on the pharmacologic
properties of the drug used. See brief summary for side effects with Diabinese.



to brass tacks
sulfonylureas

Outstanding record
of effectiveness?

One sulfonylurea.
In a comparative study of close

to 1,000 patients treated
with chlorpropamide,

tolbutamide and
the nonsulfonylurea
phenformin, "Chlor-
propamide had the
highest overall
success rate and is
the most effective

drug tested."
Moss, J. M. et al.: Scientific Exhibit,

Fifth Cong. Int. Diabetes Fed.,
Toronto, Canada, July 20-24, 1964.

BBHpWI'ltMakes good sense to start with

Diaoinese
chlorpropamide



It makes good sense to start with

Diabinese
chlorpropamide
Contraindications: Diabinese is not indicated
as the sole agent in juvenile diabetes, severe
or unstable brittle diabetes, and diabetes com-
plicated by acidosis, coma, surgery, infections,
severe trauma, severe diarrhea, or nausea
and vomiting. Contraindicated in patients
with impairment of hepatic, renal or thyroid
function, and during pregnancy. Serious con-
sideration should attend its use in women of
child-bearing age. Use with caution in pa-
tients with Addison's disease and those re-
ceiving barbiturates or ingesting 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
during the first six weeks of therapy. Frequent
liver function tests may be indicated. In-
crease in serum alkaline phosphatase may
indicate incipient jaundice and the drug
should be withdrawn.

In infection, severe trauma or surgical pro-
cedures, temporary withdrawal of chlorpropa-
mide therapy and substitution of insulin, alone
or with chlorpropamide, may be necessary.
Precautions: Hypoglycemic reactions may oc-
cur. They are treated by glucose administra-
tion. Treat under close observation for at least
3 to 5 days.

Chlorpropamide-Pheniormin: The dosage of
phenformin should be reduced when gastro-
intestinal upset occurs. Lactic acidosis and
ketonuria without hyperglycemia have been
reported with phenformin.
Adverse Reactions: Usually dose-related and
respond to reduction or withdrawal of ther-
apy. Generally transient and not of a serious
nature and include anorexia, nausea, vomit-
ing and gastrointestinal intolerance; infre-
quently weakness and paresthesias, leukope-
nia, thaembocytopenia and mild anemia;
rarely aplastic anemia, agranulocytosis and
phototoxicity. Not related to dosage is idio-
syncrasy or hypersensitivity, rarely severe.
Any hypersensitivity reaction dictates discon-
tinuance of therapy. This includes skin rash
(rarely erythema multiforme or exfoliative der-
matitis), low grade fever, eosinophilia, pro-
gressive elevation of alkaline phosphatase,
possibly depression of formed elements of the
blood and rarely severe diarrhea with bleed-
ing associated with jaundice, skin rash or
both.
Supply: 100 mg. and 250 mg., blue, 'D'-shaped,
scored tablets.
More detailed professional information avail-
able on request.

Science for the world's well-being2

Pfizer)
Since 1849

PFIZER LABORATORIES
Division, Chas. Pfizer & Co.,Inc. New York. New York 10017

A Reference Library on Diabetes

Back issues of this Journal provide a reference
source on diabetes which will become more valuable
as more of them go out of print. All issues are still
available except those for January-February 1957
(Vol. VI, No. 1), May-June 1957 (Vol. VI, No. 3)
and January-February 1961 (Vol. X, No. 1). Single
copies from 1952 through 1964 are $2.00 per copy,
three for $4.50. Single copies published in 1965 and
1966 are $1.50 per copy, or six for $7.00.

Complete volumes for those years (six issues) are
$9.00 per volume in the United States, U.S. Posses-
sions, Canada and the Pan American Union—$10.00
elsewhere. They are offered to Medical Students, In-
terns and Residents at the special rate of $4.50—plus
$1.00 where foreign postage rates apply. Annual in-
dexes are included in the November-December issues,
1952 through 1956.

Complete volumes (twelve issues) for 1965 and
1966 are $14.00 per volume in the United States,
U.S. Possessions, Canada and the Pan American
Union and $16.00 elsewhere. Medical Students, In-
terns and Residents may purchase them at the spe-
cial rate of $7.00 per volume plus $2.00 where
foreign postage rates apply.

When single issues within a volume are not avail-
able, as indicated above, a credit of $1.50 a copy will
be allowed.

Volumes XII, XIII, XIV and XV (1963-64-65-
66) include the Diabetes Related Literature Indexes
for the years 1960, 1961, 1962 and 1963, respectively.
Volume XI (1962) includes the special supplement
Tolbutamide Therapy After Five Years. Since 1956
annual indexes have been published separately. They
are included in the cost of the volume but can be
bought individually for 75 cents apiece.

The foregoing items are mailed under the postage
rate for books, consequently two to three weeks
are usually required for delivery within the United
States.

Please address your order to the American Dia-
betes Association, Inc., 18 East 48th Street, New
York, N. Y. 10017.
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DIABETES is published by the Ameri-
can Diabetes Association, Inc., to provide
an official Journal for the Association and
to furnish the medical profession with
information concerning diabetes and re-
lated fields of medicine.

Contributions are invited from prac-
ticing physicians, clinical and laboratory
investigators, and others who have data
of importance to offer in these fields.
Manuscripts, if suitable, will be accepted
providing that the text has not been
printed elsewhere.

Matter appearing in DIABETES is copy-
righted. Permission to reproduce all or
part of papers appearing in it may be
granted on application, under appropriate
conditions and if proper credit is given.
Such permission should be requested by
written application to the Secretary of the
Association.

All signed articles and editorials are
the responsibility of the author(s) and
not that of the American Diabetes Asso-
ciation.

The Editors will be pleased to consider

for publication papers presented at the
Annual Meeting of the American Diabe-
tes Association.
Manuscript Specifications: The length of
manuscripts (not including special articles
or lectures) should be limited to 5,000
words, exclusive of illustrations, etc. Ex-
ceptions to this limitation may be made
at the discretion of the Editors.

Communications for the "Brief Notes
and Comments" department should not
exceed 1,000 words except in unusual cir-
cumstances. Figures and tables in these
brief communications should be limited
to one of each, and references should not
exceed twenty in number.

Manuscripts should be typewritten, with
double spacing and, if possible, submitted
in triplicate together with three copies of
figures and photomicrographs.

References should be presented in the
style illustrated by the following exam-
ples:
For Periodicals—Banting, F. G., and Best,
C. H.: The internal secretion of the pan-
creas. J. Lab. Clin. Med. 7:251-66, Feb.
1922.

For Books—Allen, Frederick M.: Stud-
ies Concerning Glycosuria and Diabetes.
Cambridge, Harvard University Press,
1913, P- 461.

An abstract or summary of the content
of the paper in not more than 250 words
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.

DIABETES: The Journal of the American Diabetes
Association is published every month by the
Association at 18 East 48th Street, New York,
New York 10017. Entire contents copyright 1967
by the American Diabetes Association, Inc.; all
rights reserved, SECOND CLASS POSTAGE PAID AT
NEW YORK, N.Y.

Members receive the Journal as part of their
membership privileges. The annual subscription
rates for nonmembers are as follows: United
States, U. S. Possessions, Canada and the Pan-

-Subscription and Advertising Information.
American Union, $14.00 per year; elsewhere,
$16.00 per year. Individual copies available at
$1.50 each.

Medical students and physicians within five
years after completion of medical school and
bioscientists who are predoctoral or not more
than two years postdoctoral: $7.00 per year.

Correspondence concerning subscriptions should
be addressed to the Subscription Department,
DIABETES. Checks, money orders and drafts for

subscriptions should be made payable to ,the
American Diabetes Association, Inc., and sent to
the aforementioned address.

All inquiries about advertising and other busi-
ness matters should be addressed to the Exec-
tive Director of the American Diabetes Asso-
ciation. The publishers reserve in their full
discretion the right to accept or reject any
proposed advertising and the right to cancel any
advertising contract.
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Ttoelve to twenty-four-hour
duration of action

Little risk of
cumulative effect

As is true of a long-acting agent, one tablet of
Dymelor is usually sufficient to provide control of
blood sugar throughout the day and the night in
most maturity-onset stable diabetics.1'2 (In one
series of 618 patients, "good" to "excellent" con-
trol was obtained in 89 percent on once-daily
dosage.3) The possibility of missed doses is mini-
mized, and the patient need not carry additional
medication during the day.1

As with a short-acting agent, a cumulative effect
ordinarily may not be expected with Dymelor,
because most of it is excreted over a twenty-four-
hour period. Metabolic studies with acetohexa-
mide-C14 in both normal and diabetic human sub-
jects demonstrate that, on the average, 80 ta 85
percent of a single 1-Gm. oral dose of Dymelox can
be recovered in the urine and stool within twenty-
four hours.4



Cost of therapy is
usually reduced

Dymelor combines
benefits of
both the short
and the long-acting
sulfonylureas

© TABLETS

• DYMELOR
I ACETOHEXAMIDE

5OO mg.
NO l » L

Q I«Bl£T5
DYMELOR
ACITOHIXAMIOE

250 mg.

Because of its relative potency, Dymelor may con-
trol many patients at approximately one-half the
dosage level of certain previous therapy. Translated
into prescription expense, the savings to the pa-
tient might reasonably amount to 50 percent—a
matter of significance to those on lifelong therapy.
References: 1. Wood, F. C, Jr., and Williams, R. H.: Oral Drug
Therapy of Diabetes Mellitus, GP, 35.128 (April), 1966. 2. Berg-
lund, B., and Jakobson, T.: Comparison of Acetohexamide with
Other Sulfonylurea Compounds in the Treatment of Diabetes Melli-
tus, Acta med. scandinav., 178:735, 1965. 3. Data on file at the Lilly
Research Laboratories. 4. Galloway, J. A., et al.i The Metabolism
of Acetohexamide in Man, Diabetes, 14:456, 1965.

DYMELOR
ACETOHEXAMIDE

(See next page for prescribing information.)



Dymelor®—to combine benefits of both the short
and the long-acting sulfonylureas

Description: Dymelor is an oral hypoglycemic
sulfonylurea effective in stable diabetes mellitus.
It is not an oral Insulin. Sulfonylurea drugs, as
a group, lower blood sugar primarily by stimu-
lating the release of endogenous insulin and sec-
ondarily by inhibiting release of glucose from
liver glycogen.

Indications: Dymelor is indicated in stable, ma-
turity-onset, nonketotic diabetes not controlled
solely by diet. Given alone or with phenformin,
it may result in resumption of response to oral
therapy in certain patients who fail to be con-
trolled initially or secondarily by other oral agents.

There is no contraindication to trial of Dymelor
and Insulin in patients whose response to Insulin
alone is unsatisfactory. However, since better
control is rarely accomplished, the addition of a
sulfonylurea should not be a substitute for in-
creased attention to diet and other factors in
control of diabetes.

Therapeutic trial is the only reliable method
of patient selection. During trial of perhaps one
week, absence of glycosuria and ketonuria, to-
gether with satisfactory control of hyperglycemia
or maintenance of previously satisfactory control,
indicates response. Appearance of glycosuria and
ketonuria after withdrawal of Insulin and initia-
tion of Dymelor suggests a need for dosage ad-
justment or possibly a poor response to Dymelor.
In the absence of clinical improvement after dos-
age adjustment, therapy with Insulin is usually
indicated.

Insulin is standard therapy during stress, com-
plications, infections, and surgery. Dymelor can
be continued, if tolerated, and Insulin given as
supportive treatment.

Contraindications: Juvenile, brittle, unstable, or
severe diabetes (on occasion, Dymelor may be
given jointly with Insulin); diabetes complicated
by acidosis, ketosis, coma, major surgery, infec-
tions, gangrene, or severe trauma; pregnancy;
renal glycosuria; hyperglycemia associated with
uremia; nondiabetic conditions.

Precautions: Inappropriate dosage may result in
severe and prolonged hypoglycemia. Treat im-
mediately with intravenous hypertonic glucose so-
lution (10 to 50 percent), ana1 continue until hypo-
glycemia subsides.

New diabetics starting on Dymelor must re-
ceive full instructions in the management of dia-
betes, prevention of complications, diet, personal
hygiene, methods of testing for glycosuria and

ketonuria, and the causes, signs, and prevention
of hypoglycemia. A regular follow-up regimen
with the physician is imperative.

Use Dymelor with care in patients with hepatic
or renal impairment, acute alcoholism, adrenal
or pituitary insufficiency, or porphyria; in those
who are elderly, debilitated, malnourished, or
semistarved; and in patients on antimicrobial sul-
fas, phenylbutazone, or probenecid. Administer
thiazide diuretics with caution to patients on
sulfonylurea therapy.

Very rarely, patients receiving sulfonylureas
have experienced "disulfiram reactions" follow-
ing ingestion of alcohol. Sulfonylureas may have
an antithyroid effect.
Adverse Reactions: In the changeover from In-
sulin to Dymelor, hypoglycemia can occur while
both drugs are given simultaneously. Follow dos-
age recommendations in package literature.

Occasional side-effects are G.-I. disturbances,
including nausea and gastritis; cutaneous mani-
festations of hypersensitivity, characterized by
maculopapular skin eruption or other derma-
toses; headache, nervousness, and tingling, all
possibly related to hypoglycemia; and elevations
in alkaline phosphatase. Rarely, photosensitivity
reactions, bleeding from the upper G.-I. tract,
jaundice, thrombocytopenia, pancytopenia,
agranulocytosis, leukopenia, hemolytic anemia,
or aplastic anemia may occur.
Administration and Dosage: There can be no fixed
dosage of Dymelor or Insulin. Daily dosage of
Dymelor may range between 250 mg. and 1.5
Gm. No loading dose is required. Doses in ex-
cess of 1.5 Gm. daily are not recommended.

Patients on 1 Gm. or less daily can be con-
trolled with once-daily dosage. Patients receiving
1.5 Gm. daily usually benefit from twice-daily
dosage, given before the morning and evening
meals. Dymelor may be used with phenformin
as well as with Insulin.

For full prescribing information for new cases
of diabetes, elderly diabetics, patients on Insulin,
and those transferring from other oral agents,
see package literature.
How Supplied: Tablets, 250 mg., White (scored),
and 500 mg., Yellow (scored), in bottles of 50,
200, and 500. [ozoeer]

DYMELOR:
ACETOHEXAMIDE

Additional information a vailable to physicians upon request. Eli Lilly and Company, Indianapolis, Indiana 46206.
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YOUR
DIABETIC
PATIENTS'
BEST
FRIEND

10-second "yes-or-no" test for urine "sugar spill"— CLINISTIX®
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



competitive or complementary?

H3C-// \\-SO2-NH-C-NH-CH2(CH2)2CH3

\ /Qrinase O

Upjohn makes two oral hypoglycemic agents
—in fact, two sulfonylureas. They form a
"therapeutic team." Between them, these
drugs can cover the treatment needs for a
majority of stable, maturity-onset
diabetics. / = \ A^~l

Orinase®(tolbutamide) cn\ VŜ NH-CO-NH-NA I
., .. . .. -» V YTolinase C - C - C - H

is the "senior" sui- kkk
fonylurea, widely used as an oral drug
of choice in the newly diagnosed, adult
patient. A standard of comparison for
effectiveness and safety? Orinase has had
more than nine years of highly success-
ful use in the hands of thousands
of physicians caring for hun-
dreds of thousands of diabetic
patients.Orinase stands out
among oral hypoglycemic
agents for its degree of
freedom from toxicity and
excessive hypoglycemia.
Tolinase® (tolaza-
mide), a comparatively
new sulfonylurea, is
recommended for
use in the stable,

©1967 by The Upjohn Company



maturity-onset diabetic who shows signs
of unsatisfactory control or untoward re-
actions on a previously used oral agent.
Of such difficult-to-control patients,
about one-third can be
expected to respond
favorably to
Tolinase, but this
"salvage" rate may not
be sustained and some
patients will even-
tual ly f a i l . And,
once-a-day dosage is
effective dosage in most
Tolinase-responsive patients—often a
desirable at tr ibute in switching (or
starting) oral therapy.
In summary, Orinase and Tolinase are com-

L plementary agents for oral therapy in sta-
ble, maturity-onset diabetes. Both can

be valuable in your practice. However,
it is essential to be familiar with

indications,limits
of application,
and criteria
for selection
of patients.

Please turn
the page for
more product
information.



Orinase Tolinase
(tolbutamide, Upjohn) (tolazamide, Upjohn)

250 mg. tablets0.5 Gm. tablets

Contraindications: As sole therapy in juvenile diabetes and
unstable or brittle diabetes which require insulin; tolbuta-
mide may be used adjunctively. Diabetes complicated by
acidosis, ketosis or coma; severe renal insufficiency or per-
sistent skin reactions.
Pregnancy Warning: Tolbutamide has feticidal and terato-
genic 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. In-
struct patient fully concerning his disease and consequences
of dietary neglect, careless attitude, failure to follow instruc-
tions concerning weight control, exercise, 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. Acute
complications such as fever, severe trauma, major surgery,
severe diarrhea, nausea or vomiting may require supplemen-
tal insulin.
During insulin withdrawal, take care to avoid ketosis, acidosis
and coma. Thiazide diuretics may aggravate diabetes result-
ing in increased tolbutamide requirement or loss of control;
administer with caution to patients on tolbutamide. Careful
observation and dosage adjustment essential in patients with
impaired hepatic and/or renal function and debilitated, mal-
nourished or semi-starved patients because of increased
danger of severe hypoglycemia, which may require several
days to correct.

Adverse Reactions: Severe hypoglycemia, which may mimic
acute neurologic disorders, such as cerebral thrombosis, is
uncommon, but hepatic and/or renal disease, malnutrition,
debility, advanced age, alcoholism, adrenal and pituitary in-
sufficiency may predispose to it. The following may prolong
or enhance the action of tolbutamide and increase the risk of
hypoglycemia: insulin, phenformin, sulfonamides, oxyphen-
butazone, phenylbutazone, salicylates, probenecidand mono-
amine oxidase inhibitors.
Tolbutamide, in high doses, is mildly goitrogenic in animals.
In humans 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. Crystal-
luria 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, thrombocyto-
penia and hemolytic anemia have been reported. Other re-
actions 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 maculo-
papular eruptions) frequently disappear with continued ad-
ministration; if persistent, discontinue Orinase.

Supplied: 0.5 Gm. scored tolbutamide tablets in bottles of
50, 200 and 500.
jA67-6964-i ©1967 by The Upjohn Company

Contraindications: Do not use in juvenile or labile (brittle)
diabetes or in diabetics undergoing surgery or those with in-
fections, severe trauma, ketosis, acidosis or coma, or a his-
tory of repeated ketoacidosis. Do not use in patients with
renal, hepatic or endocrine disease or uremia.
Safety and usefulness during pregnancy not established; not
recommended in obstetrical patients.

Precautions: Observe all measures indicated with insulin or
other sulfonylureas. Instruct patient fully concerning his dis-
ease, how to prevent and detect complications, and conse-
quences of dietary neglect, careless attitude, importance of
weight control, exercise, hygiene, avoidance of infection and
need for informing physician of any unusual feeling. Teach
patient to recognize and counteract impending hypoglycemia
and how and when to test for glycosuria and ketonuria.
During insulin withdrawal, take care to avoid ketosis, acidosis
and coma. Patients previously treated with phenformin plus
sulfonylureas, being transferred to tolazamide, should be
carefully observed during the transitional period. Thiazide
diuretics may aggravate diabetes increasing sulfonylurea re-
quirements, administer with caution to patients on tolaza-
mide. Careful observation and dosage adjustment is essen-
tial in debilitated, malnourished or semi-starved patients, or
patients not eating properly, because of the increased pos-
sibility of severe hypoglycemia, which may require corrective
therapy. Advanced age, alcoholism, hepatic and renal dis-
ease, adrenal and pituitary insufficiency may also predis-
pose to severe hypoglycemia which may mimic acute neuro-
logic disorders such as cerebral thrombosis. The following
may enhance or prolong the action of tolazamide and in-
crease the risk of hypoglycemia: insulin, phenformin, sul-
fonamides, oxyphenbutazone, phenylbutazone, salicylates,
probenecid and monoamine oxidase inhibitors.

Adverse Reactions: Hypoglycemia observed in 2.2% of cases.
When mild to moderately severe, alleviated by reducing dose
(see under Precautions for factors increasing danger of hypo-
glycemia). Less frequently, gastrointestinal —nausea, vomit-
ing, gas; dermal reactions—rash, and pruritus. Others possi-
bly not drug related—weakness, fatigue, dizziness, vertigo,
malaise and headache.
Although not demonstrated to be drug related, leukopenia
occurred in a few patients, but the count returned to normal
with continued administration of drug.
Transient elevations in alkaline phosphatase values may be
associated occasionally with sulfonylurea therapy, but may
not be drug related.
Although disulfiram-like alcoholic flushes have not been re-
ported with Tolinase, the possibility should be kept in mind.
Supplied: 100 mg. and 250 mg. compressed, scored tablets
in bottles of 50.
For more detailed information on these products, see the
package circular or consult your Upjohn representative.

NY, KALAMAZOO, I
Upjohn



FULL 24-HOUR CONTROL
for the Majority of Diabetics

WITH
Intermediate-acting

GLOBIN INSULIN 'B. W. & CO!

I
HOURS 0 16 24 32

11:00 P.M.
1st DAY

7:00 A.M. | 3:00 P.M.
2nd DAY

11 :00 P.M. f 7:00 A.M. 3:00 P.M

I
Moderate onset
with slight
overlap from

1
Maximum
action when
most neededprevious day to for metabolism nighttime

aid utilization of main meals hypoglycemia
of breakfast

7:00 A.M.
| 3rd DAY ,

Waning Full 24-hour
nocturnal action with
action averts slight overlap*

3:00 P.M. 11:00 P.M.

a clear solution
no shaking
or mixing required
*Note: Exact duration of action will
vary with the size of the dose in relation
to the needs of the individual patient.

Duration of total action

Duration of maximum action

Based on the exhibit "Diabetes
Today and Tomorrow — The Ex-
panding Role of the Doctor" of
the American Diabetes Associa-
tion displayed at the June 1958
A.M.A. Convention.

BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y.



Expand
the diagnostic

spectrum

To broaden the scope of your rejrular
diagnostic procedures, modern re-
search has contributed an expanded
range of easy-to-perform, reliable,
rapid and economical office tests.
These aids make test results avail-
able while the patient is still with
you ; and permit the use of a wider
range of tests.

Broad diagnostic office screening
now possible for all patients
"Discrimination in the ordering of
laboratory procedures, judgment in
appraising the risk and expense of
a procedure as against the value of
the information to be derived from
it..."1 are among the criteria behind
the choice of a given test.

Before office-testing products such
as LABSTIX* and DEXTROSTIX®
Reagent Strips became available,
you may have hesitated to order a
comprehensive urinalysis or a blood-
sugar test because of the time in-
volved and expense to the patient.
Now that broad-range urine and
blood-glucose screening can be per-
formed in minutes it is reasonable to
do so with all patients, since any of
the findings may reveal a key,
though unsuspected, diagnostic clue.

Positive results for clues
to therapy
Early detection of certain abnormal-
ities through office screening may
provide clues to therapy that can
help you arrest -and/or reverse -
certain disease processes. In exam-
ination of the urine, "Certain sub-
stances appear...only when



pathologic conditions are present."2

Among the most important of these
are proteins, acetone, hemoglobin
and carbohydrates.2 Blood-glucose
abnormalities may indicate many
clinical situations.3

Negative results for reassurance
and the record
Negative results can mean the as-
surance of normal function. In ref-
erence to urinalysis, ".. .the kidneys
participate in so large a number of
infectious, toxic and metabolic pro-
cesses that a normal urine becomes
valuable negative information "4

Furthermore, "negatives" serve as
important referents in subsequent
examinations and also may consti-
tute valuable evidence should any
medicolegal question ever arise.

Comprehensive urine screening
in 30 seconds
LABSTIX provides the broadest
urine screening possible from a
single reagent strip—5 colorimetric
readings in 30 seconds—occult blood,
protein, glucose, ketones and pH.
The "yes" result on the reagent
strip for "sugar spill" may be the
first sign of diabetes.4 A "positive"
for urinary occult blood may be a
prominent clue to a prostate or
bladder neoplasm, cystitis or bladder
malignancy.5 Consideration and
regulation of urinary pH are major
factors in the management of acute
gout.6

A reliable blood-glucose reading
in 60 seconds
The 60-second blood-glucose test
with DEXTROSTIX will prove use-
ful in various situations where ab-
normal blood-glucose findings may
be of clinical significance. Typical
of these are: peripheral vascular
disease, endocrine disorders and in
conditions requiring therapy with
drugs such as the "thiazides" which
may be hyperglycemia-inducing.

In diabetes, DEXTROSTIX can be
employed in screening and manage-
ment. Periodic checking of blood
glucose with DEXTROSTIX is ad-
visable even in the presence of agly-
cosuria. A high renal threshold may
be preventing urine "sugar spill"
despite the prevalence of a hyper-
glycemic state.7

Testing team to detect the
undetected diabetic
"For discovering new cases of dia-
betes, postprandial and postglucose
determinations are infinitely supe-
rior to fasting levels."8 For con-
trolled postprandial results, instead
of eating a conventional meal, your
patient can drink a 7-oz. bottle of
pleasant-tasting, well-tolerated,
carbonated GLUCOLA™ which pro-
vides a 75 Gm. loading dose of glu-
cose. A post-GLUCOLA reading
taken with DEXTROSTIX in the
office 2 hours later gives a reliable
blood-glucose result. In 85,000 pa-
tients tested with GLUCOLA, not
one case of vomiting was reported.9

Helping you reach the decision
point
Office tests as described here supply
diagnostic information that can be

invaluable from a broad clinical
standpoint in terms of both "posi-
tives" and "negatives." These
results can provide you with depend-
able objective facts that would have
entailed extensive laboratory inves-
tigation a few years ago. The facts
save you time and enable you to
arrive more assuredly at the point
where you can decide whether to
defer immediate action, study the
patient further, or employ a specific
course of treatment immediately.

References:
(l)Harrison, T. R., et al.: Principles of In-
ternal Medicine, ed. 4, New York, Blakiston
(McGraw-Hill), 1962, p. 3. (2) Sanford,
R. A., and Wells, B. B., in Davidsohn, I.,
and Wells, B. B.: Todd-Sanford Clinical
Diagnosis By Laboratory Methods, ed. 13,
Philadelphia, W. B. Saunders Company,
1962, pp. 22-60. (3) Marks, V., and Dawson,
A.: Brit. M.J.i:293, 1965. (4) Wells, B. B.:
Clinical Pathology, Application and Inter-
pretation, ed. 2, Philadelphia, W. B.
Saunders Company, 1956, p. 233. (5) Hig-
gins, C. C: GP 21:109 (March) 1960.
(6) Wyngaarden, J. B., in Conn, H. E, ed.:
Current Therapy, Philadelphia, W. B.
Saunders Company, 1963, p. 284. (7) Spauld-
ing, W. B.; Spitzer, W. O., and Truscott,
RW.: Canad. M.AJ. «S:329(Aug. 24) 1963.
(8) Lee, C. T., Jr.: M. Clin. North America '
4-4:1507 (Nov.) 1960. (9) Leonards, J. R.;
McCullagh, E. P., and Christopher, T. C :
Diabetes /-4:96 (Feb.) 1965.

...to find the ill
patient, and help keep
the well patient well



Expand
the diagnostic
spectrum

t. , A palatable glucose challenge for
' reliable postprandial readings

For 5 basic uro-analytical facts
in 30 seconds

Ames products are available
from your regular source of supply

Ames Company, Inc., Elkhart, Indiana

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

...to find the ill
patient, and help keep

the well patient well



It helps the
physician
to help his
diabetic patients!
This unique bimonthly magazine car-
ries no advertising and is devoted
solely to the well-being of people with
diabetes and members of their
families.

For many physicians ADA FORE-
CAST supplements teaching the pa-
tient (or parents or other responsible
family members) basic information
necessary to good diabetes manage-
ment.

ADA FORECAST instructs - but al-
ways in an understanding and inspir-

ing manner. It helps the patient to feel that he can succeed in life in spite of diabetes, but always
with a gentle reminder that to do so he must learn the rules and follow them.

Besides "success stories" both by and about patients (a current example - "Brittle Diabetes: the
First Forty Years!") ADA FORECAST carries up-to-date articles on the medical, social and
economic problems related to diabetes, diet information with practical menus, news about
research, correspondence from diabetics of all ages, and humor.

Subscription prices: 1 year—$2.00; 2 years—$3.50; 3 years—$4.75

Physicians may, however, take ad-
vantage of a Group Plan. They may
order trial one-year subscriptions
for three patients for $4.75 plus $1.58
for each additional one-year sub-
scription. Twenty-five cents a year
additional for each subscription
outside the United States, U.S. Pos-
sessions, Canada, and the Pan
American Union.

THE AMERICAN DIABETES ASSOCIATION, Inc.
18 East 48th Street, New York, N. Y. 10017

Please send me without charge:

Sample copies of ADA FORECAST
(Please state number needed)

Subscription blanks
(Please state number needed)

Special forms for Group Subscriptions

NAME:

ADDRESS:

CITY:

(Please print)

STATE: ZIP:





* * *these are the vulnerables
•»>Adult patients susceptible to intestinal monilial overgrowth during broad-spectrum therapy.

Especially the older patient, the diabetic, and the patient on corticosteroid therapy.

for them, a new Kid. tablet

DECLOSTATIN
3 O ODemethylchlortetracydine HC1300 mg

and Nystatin 500,000 units
CAPSULE-SHAPED TABLETS Lederle
To guard vulnerable patients against intestinal
monilial overgrowth during broad-spectrum
therapy—the protection of Nystatin against
intestinal monilial overgrowth plus the benefits
of DECLOMYCIN® Demethylchlortetracycline
are combined in DECLOSTATIN.

With DECLOSTATIN you have the option of
b.i.d. or q.i.d. dosage.
For your vulnerable patients, prescribe
DECLOSTATIN—broad-spectrum therapy that
controls monilial overgrowth.
EFFECTIVE in a wide range of everyday infections—respiratory,
urinary tract and others—in the young and aged—the acutely or
chronically ill—when the offending organisms are tetracycline-
sensitive.
CONTRAINDICATIONS: History of hypersensitivity to demethyl-
chlortetracycline or nystatin.
WARNING: In renal impairment, usual doses may lead to exces-
sive systemic accumulation and liver toxicity. Under such conditions,
lower than usual doses are indicated, and, if therapy is prolonged,
serum level determinations may be advisable. A photodynamic reac-
tion to natural or artificial sunlight has been observed. Small amounts
of drug and short exposure may produce an exaggerated sunburn
reaction which may range from erythema to severe skin manifesta-

tions. In a smaller proportion, photoallergic reactions have been re-
ported. Patients should avoid direct exposure to sunlight and
discontinue drug at the first evidence of skin discomfort. Necessary
subsequent courses of treatment with tetracyclines should be care-
fully observed.
PRECAUTIONS: Overgrowth of nonsusceptible organisms may oc-
cur. Constant observation is essential. If new infections appear,
appropriate measures should be taken. In infants, increased mtra-
cranial pressure with bulging fontanels has been observed. AH signs
and symptoms have disappeared rapidly upon cessation of treatment.
SIDE EFFECTS: Gastrointestinal system—anorexia, nausea, vomit-
ing, diarrhea, stomatitis, glossitis, enterocolitis, pruritus ani. Skin—
maculopapular and erythematous rashes. A rare case of exfoliative
dermatitis has been reported. Photosensitivity: onycholysis and dis-
coloration of nails (rare). Kidney—rise in BUN, apparently dose
related. Hypersensitivity reactions—urticaria, angioneurotic edema,
anaphylaxis. Teeth—dental staining (yellow-brown) in children of
mothers given this drug during the latter half of pregnancy, and in
children given the drug during the neonatal period, infancy and early
childhood (up to 12 years). Enamel hypoplasia has been seen in a
few children. If adverse reaction or idiosyncrasy occurs, discontinue
medication and institute appropriate therapy.
AVERAGE ADULT DAILY DOSAGE: 150 mg q.i.d. or 300 mg b.i.d.
Should be given 1 hour before or 2 hours after meals, since absorption
is impaired by the concomitant administration of high calcium
content drugs, foods and some dairy products.

LEDERLE LABORATORIES
A Division of American Cyanamid Company
Pearl River, New York

6&S-6—3768



DBI-TD Lowers Blood Sugar
in a Unique Way
DBI-TD acts independently of the pancreatic islet cells to
promote increased glucose utilization in skeletal muscle.lj

Endogenous insulin, which is often present in excess
in the overweight stable adult diabetic,34 is apparently
inefficient in transporting glucose into skeletal muscle.5'6

DBI-TD may supplement the action of endogenous
insulin and compensate for its physiologic inefficiency
with respect to glucose utilization in muscle.1'2'6

CONCLUSION: DBI-TD acts directly to enhance muscle
glucose utilization, whereas sulfonylureas appear to
depend upon a supply of insulin releasable from
the patient's pancreas for their hypoglycemic effect.
Unlike injected insulin or the endogenous insulin
released under the stimulus of the sulfonylureas,
DBI-TD does not promote the conversion of glucose
to fat or prevent the mobilization of fatty acids
from the adipose tissue depots of the body.



This is Why DBI-TD
should be your
Drug of First Choice
for Most Stable
Adult Diabetics
who are overweight
and diet-unresponsive

DBI-TD
(phenformin HCI)

timed-disintegration capsules 50 mg.

A L O N E among oral hypoglycemic agents...
provides more benefits for most stable adult diabetics
• Lowers blood sugar
• Increases muscle glucose utilization
• Reduces insulin oversecretion
• Promotes gradual weight loss*
"'Although anorexia has been suggested as a possible basis
for weight loss, controlled studies do not support this. In
nondiabetic subjects who are overweight, comparable doses
of DBI-TD do not induce weight loss or lower blood sugar.

Dosage: 1 to 3 capsules daily.
Side Effects: Gastrointestinal,
occurring more often at
higher dosage levels, abate
promptly upon dosage reduc-
tion 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 secondary to
myocardial or bowel-infarction. Periodic B.U.N. determination
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 vaso-
pressors. 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 recom-
mended 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.
Also available: DBI tablets 25 mg. Consult product brochure.
References: 1. Yalow, R.S. and Berson, S.A.: Diabetes 9:254,
1960. 2. Grodsky, G.M. et al.: Metabolism 12:278, 1963. 3. Gun-
dersen, K. and Antoniades, H.: Proc. Soc. Exp. Biol. Med.
104:411, 1960. 4. Williams, R.H.: Textbook of Endocrinology,
Ed. 3, Philadelphia, Saunders, 1962. 5. Gordon, E.S.: Advances
Internal Med. 12:66, 1964. 6. Butterfield, W.J.H. and Whichelow,
M.J.: Diabetes 11:281, 1962. 7. Searle, G.L. and Cavalieri, R.R.:
Presented at 26th Ann. Meet. Amer. Diabetes Ass., Chicago,
June 25-26, 1966.

U. S. Vitamin and Pharmaceutical Corporation. New York. New York 1QQ17



HYPOGLYCEMIC EMERGENCY!
Glucagon for fast on-the-scene treatment

Time was when reports of severe hypoglycemic episodes

left you only two alternatives—a house call or sending the

patient to E.R. for I.V. dextrose. Now there's a third

choice—glucagon, an emergency treatment so simple to give

that members of the patient's family can be

quickly instructed in its use.

Upon injection, glucagon produces a rapid breakdown of

glycogen to glucose in the liver. Usually, results are

apparent within five to fifteen minutes.

Shouldn't you keep glucagon in your outpatient bag ?

Shouldn't your diabetic patients have one or two ampoules

of glucagon near them at all times ?

(See opposite page for prescribing information.)

. . . and he's unable to swallow, Doctor!"



Glucagon for fast response in hypoglycemic emergencies
Description: Glucagon is a crystalline polypep-
tide extracted from the pancreas; when adminis-
tered parenterally, it causes an increase in blood
glucose concentration.

Indications: Glucagon is clinically useful in treat-
ing hypoglycemic reactions which may occur
with Insulin therapy in the management of dia-
betes mellitus and in terminating Insulin shock
induced for treatment of psychiatric disturbances.

Glucagon causes a marked increase in the
liver's output of glucose. The intensity of the
hyperglycemia response to glucagon appears to
depend upon the hepatic glycogen reserve.

Since glucagon exerts its effect by liberating
endogenous glucose from hepatic glycogen, it
may tend to smooth out the wide fluctuations of
hypoglycemia and hyperglycemia found in the
labile diabetic.

Contraindications: There are no known contra-
indications to the use of glucagon as a means of
raising blood sugar.

Precautions: Secondary hypoglycemic reactions
occur only rarely with glucagon. However, in an
attempt to prevent such reactions, oral feedings
must be given as soon as the^patient awakens,
and the usual dietary regimen should be followed.

If glucagon does not awaken an unconscious
diabetic patient suspected of being in Insulin
coma, other causes of coma must be sought.
The use of glucagon in such a situation is not
harmful.

Adverse Reactions: Glucagon has been remark-
ably free of side-effects, but nausea and vomiting
may occur with the administration of large doses.
Nausea and vomiting, however, are frequently
observed also in hypoglycemia, even when not
treated with glucagon. In one study in which
glucagon was administered intravenously in

doses of 2 mg. or less over a period of forty-five
minutes, severe nausea, vomiting, and collapse
were reported. Symptoms and signs of such se-
verity have not been reported when the drug
was given intramuscularly or subcutaneously in
doses of 2 mg. or less.

Since glucagon is a protein substance, the
physician should be aware of the possibility of
hypersensitivity reactions to this drug. In one
reported instance, a hypotensive response was
observed in a patient who received 4.7 cc. of
glucagon solution intravenously. This patient
later exhibited a positive skin test to glucagon.

Administration and Dosage: Dissolve the lyophi-
lized glucagon in the accompanying solvent.
Give 0.5 to 1 mg. of glucagon by subcutaneous,
intramuscular, or intravenous injection. The pa-
tient will usually awaken in five to twenty min-
utes. If the response is delayed, there is no con-
traindication to the administration of one or two
additional doses of glucagon. However, depend-
ing on the duration and depth of coma, the use
of parenteral glucose must be considered by the
physician. When the patient responds, give sup-
plemental carbohydrate to restore the liver gly-
cogen and prevent secondary hypoglycemia. In-
travenous glucose must be given if the patient
fails to respond to glucagon.

Caution—Although glucagon may be used for
the treatment of hypoglycemia by the patient
during an emergency, the physician must still
be notified when hypoglycemic reactions occur,
so that the dose of Insulin may be adjusted more
accurately.

How Supplied: Glucagon for Injection, U.S.P.,
in a lyophilized form, with accompanying diluting
solution, in 1 -mg. ampoules with 1 cc. of diluent
(single dose) and 10-mg. ampoules with 10.cc.
of diluent (multiple dose). [042167]

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



easy
does
it!

tear, moisten, compare-that's all!
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