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Does Diabine
work without

A new study* has
demonstrated that glut
not Diabinese—is the
stimulator of insulin rel

By comparing insulin
and glucose values in di
patients before and after
treatment with Diabin<
(chlorpropamide), it was!
that the drug facilitated

A
Insulin

Meal Meal
500 mg.Diabinese

Meal

Contraindications: Diabinese is not indicated as the sole agent in juvenile dia-
betes, severe or unstable brittle diabetes, and diabetes complicated by ketosis,
acidosis, coma, surgery, infections, severe trauma,, severe diarrhea, or nausea
and vomiting. It is contraindicated in patients with serious impairment of hepatic,
renal or thyroid function, and during pregnancy. Serious consideration should
attend its use in women of childbearing age. It should be used with caution* in
patients with Addison's disease and those receiving barbiturates or ingesting
alcohol. Consult package insert for further information. Uncooperative or care-
less patients should not receive Diabinese therapy.
Warnings: Prescription refills should be controlled by the physician. Urine tests
for sugar and acetone three times daily and complete weekly medical evalua-
tions are recommended during the first six weeks of therapy. Frequent liver
function tests should be seriously considered. Increasing serum alkaline phospha-
tase levels may Indicate incipient jaundice and the drug should be withdrawn.

In infection, severe trauma or surgical procedures, it may be necessary to
withdraw, temporarily, chlorpropamide therapy and administer insulin alone or

A
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insulin and Diabinese.
Precautions: Hypoglycemia may occur. It is usually readily controlled]
istration of glucose. Because of the prolonged hypoglycemic actii
propamide, these patients require close observation for at least 3
discontinuance of medication, frequent feedings and glucose adminis
Chlorpropamide-Phenformin: Dosage of phenformin should be redu
first sign of gastrointestinal disturbance. Lactic acidosis and ket
hyperglycemia have been reported with phenformin therapy (see
package insert for complete details).
Adverse Reactions: Usually dose-related and respond to reduction!
drawal of therapy. Generally transient and not of a serious nature
anorexia, nausea, vomiting and gastrointestinal intolerance; wea
paresthesias.

Rare cases of phototoxic reaction have been reported.
Certain untoward reactions associated with idiosyncrasy or hyp

have occasionally occurred. These reactions, which may include



hlorpropamide

lucose
lin secretion only in the
ence of a rising glucose
I after meals, thus simulating
lal metabolic action.
ence that Diabinese does not
ificantly influence
iin secretion in the absence
ucose challenge was
onstrated in 11 patients
ng a 24-hour fasting period.
site the fact that Diabinese
given on the morning
e fasting day,
lin levels did not rise.

Examination of insulin
and glucose values after a 5-day
treatment period showed a
near-normal pattern of insulin
secretion. That is, the plasma
insulin curve very closely
paralleled the plasma
glucose curve. *ChUiP..c>Conway,MJ.,
Krouse, H.A. and Qpodner, C.J.: Ann. Intern, Med.
68:757, Apr., 1968.

sting Period (24 hours)

iflssociated with severe diarrhea and bleeding), skin eruptions rarely pro-
) to erythema multiforme and exfoliative dermatitis, and probably depres-
formed elements of the blood, show no direct relationship to the size of
e. They occur characteristically during the first six weeks of therapy.
ew exceptions, these manifestations have been mild and readily revers-
Ute discontinuance of the drug.
jaundice is cholangiolitic and results primarily from intracanalicular
tasis rather than hepatocellular degeneration.
penia, thrombocytopenia and mild anemia, which occur occasionally,
Brally benign and revert to normal, following cessation of the drug. Rare
f aplastic anemia and agranulocytosis-, generally similar to blood dys-
associated with other suifonylureas have been reported.
In other suifonylureas, some side effects associated with feypersensitivity
severe and death has been reported in rare instances.
100 mg. and 250 mg., blue, 'D'-shaped, scored tablets.
tailed professional information available on request.

It makes good sense to start with

Diabinese
(chlorpropamide)

LABORATORIES DIVISION
New York. N.Y1OO17
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He is a diabetic.
He is middle-aged.

When he needs an antibiotic
he may be a candidate for

DECLOSTATIN 300
Demethjlchlortetracydine HC1300 mg
and Njslatin 500,000 units
CAPSULE-SHAPED TABLETS Ledcrle b.i.d.

To guard susceptible patients against intestinal monilial over-
growth during broad-spectrum therapy—the protection of
nystatin is combined with demethylchlortetracycline in
DECLOSTATIN.

For your susceptible candidates, prescribe DECLOSTATIN
— the broad-spectrum therapy that prevents monilial
overgrowth.

Effectiveness: Because its antibacterial component is DECLOMYCIN
Demethylchlortetracycline, DECLOSTATIN should be equally or more
effective therapeutically than other tetracyclines in infections caused by
tetracycline-sensitive organisms. The antifungal component, Nystatin,
protects against superinfection by antibiotic-resistant fungal overgrowth
(particularly monilia) in the intestinal tract.
Contraindication: History of hypersensitivity to demethylchlortetracy-
cline or nystatin.
Warning: In renal impairment, usual doses may lead to excessive accum-
ulation and liver toxicity. Under such conditions, lower than usual doses

-are indicated, and, if therapy is prolonged, serum level determinations
I-JBMJ he advisable. A photodynju^lifeaction to natural or artificial sun-
light has been observed-S«a^;i^Bt0ants of drug and short exposure may
produce an exaggerate^s^plpiiii reaction which may range from ery-
thema to severe skin irjaiifestations. In a smaller proportion, photo-
allergic reactions have been reported. Patients should avoid direct

' exposure to sunlight and discontinue drug at the first evidence of skin
discomfort Necessary subsequent courses of treatment with tetracy-
clines should be carefully observed.

Precautions: Overgrowth of nonsusceptible organisms may occurfj
stant observation is essential. If new infections appear, appro|
measures should be taken. In infants, increased intracranial pref
with bulging fontanels has been observed. All signs and symptoms"
disappeared rapidly upon cessation of treatment.
Side Effects: Gastrointestinal system—anorexia, nausea, vomiting, <
rhea, stomatitis, glossitis, enterocolitis, pruritus ani. Skin—maculd|
ular and erythematous rashes; a rare case of exfoliative dermatitis
been reported. Photosensitivity; onycholysis and discoloration o||
nails (rare). Kidney—rise in BUN, apparently dose related. Tran|
increase in urinary output, sometimes accompanied by thirst (t|
Hypersensitivity reactions—-urticaria, angioneurotic edema, anaphyj|
Teeth—dental staining (yellow-brown) in children of mothers giveagf
drug during the latter half of pregnancy, and in children given theg
during the neonatal period, infancy and early childhood. Enamel?
plasia has been seen in a few children. If adverse reaction or i l
crasy occurs, discontinue medication and institute appropriateifif|

: pemethylcyortetracycline majr f o r m = A | | ^ ^ ^ B ^ « M
.bone-forming t is |^ . .wit | |g ipe:r | i | | jg | |g^p

Average Adult P l i l p i K ^ ^ ^
•given 1 hour before or 2-K^fe^^^^^,^^,
by the concomitant adminptration:ol!fflg||
and. some dairy products. fTreatment of streptoffilp,,,^,,^,^^
continiie |or 10 (lays, eyerl though symptoms have sufisil||§!

4 | E | > | | § S | ; ^ | | | X ^ p E S ? ' ; ; ^ ^ • •. • "' ,:•...: •'; | |
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Why DBI-TD (phenformin HCl)
is the only significant advance
in oral diabetes therapy
since sulfonylureas

fy more than just
"** lower blood sugar—it directs sugar

primarily to where it is most needed...
in muscle.

In the maturity-onset diabetic, blood sugar
is elevated, but apparently not enough glucose
enters muscle. Unlike other agents, DBI-TD
increases glucose utilization primarily in skeletal
muscle j p | where sugar is needed.

O QnlyJBBHB actually promotes
^ weight loss in the maturity-onset
diabetic who is overweight.

All oral drugs except DBI-TD increase insulin
release, which suppresses lipolysis and can accelerate
Iipogenesisj3|. Thus DBI-TD, by avoiding insulin
oversecretiaBfappears to ease—rather than aggravate
the weight problem in patients unresponsive
to diet alone.

CUSV)USV PHARMACEUTICAL CORP., New York, N.Y. 10017
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O Only DBI-TD, among oral
• agents, helps counter-

balance the inefficient action
of the diabetic's own insulin.

There is increasing evidence that
many overweight maturity-onset
diabetics have higher than normal
blood insulin levels [ ! § , but this
insulin is not efficieSpa promoting
muscle glucose uptake. Unlike all other
oral agents, DBI-TD helps control
diabetes by selectively moving sugar
into muscle without further increasing
insulin levels.

Only DBI-TD, because of
its unique action, reduces

the risk of secondary failure
and hypoglycemic reaction.

DBI-TD is the only agent that lowers
blood sugar without stimulating the
release of insulin from the pancreas j
Secondary failures are infrequent with
DBI-TD, and there is relative freedom
from hypoglycemic reaction when
DBI-TD is used alone.

a morephysiological approach
to begin with

(phenformin HC1)

Turn page for brief summary of prescribing information.



4 physiological reasons why
nany maturity-onset diabetics can

well control>e led wi th DBI-TD (phenformin HCD

1. Not only is sugar
emoved from the blood, but it
5 directed primarily to muscle-
yhere it belongs.

2. Overweight can more
asily be controlled in these
[iet-unresponsive patients.

, *r -

3. The inefficient action
of the diabetic's own insulin
is counterbalanced.

4. Because of the unique
action of DBI-TD, there is relative
freedom from secondary failure
and hypoglycemic reaction.

...and only DBI-TD can do all of these things.

a more physiological approach to begin with

timed-disintegration capsules 50 mg.

)osage: 1 to 3 capsules daily. Side Effects-. Gastrointestinal, occurring more often at higher dosage levels, abate
>romptly upon dosage reduction or temporary withdrawal. Adverse Reaction: Urticaria. Precautions: Occasion-
illy an insulin-dependent patient will show "starvation" ketosis (acetonuria without hyperglycemia) which must
>e differentiated from "insulin lack" ketosis which is accompanied by acidosis, and treated accordingly. Lactic
icidosis has been reported in nondiabetics and diabetics treated with insulin, with diet, and with DBI. Question
las arisen regarding possible contribution of DBI to lactic acidosis in patients with renal impairment and azo-
emia and also those with severe hypotension secondary to myocardial or bowel infarction. Periodic B.U.N. deter-
nination should be made when DBI is administered in the presence of chronic renal disease. DBI should not be
ised when there is significant azotemia. Any cardiovascular lesion that could result in severe or sustained hypo-
ension, which may itself lead to development of lactic acidosis, should be considered cause for immediate
liscontinuation of DBI at least until normal blood pressure has been restored and is maintained without vaso-
>ressors. Should lactic acidosis occur from any cause, vigorous attempts should be made to correct circulatory
:ollapse, tissue hypoxia, and pH. Contraindications: Severe hepatic disease, renal disease with uremia, cardio-
rascular collapse. Not recommended without insulin in acute complications of diabetes (metabolic acidosis, coma,
evere infections, gangrene, surgery). Pregnancy Warning: During pregnancy, until safety is proved, use of DBI,
<ke other oral hypoglycemic drugs, is to be avoided. Also Available: DBI tablets 25 mg. Consult product brochure.
eferences: 1. Butterfield, W.J.H., and Whichelow, M.J.: Diabetes i l : 2 8 1 , 1962. 2. Editorial: JAMA 202:56, Oct. 2, 1967. 3. Genuth, S.M., et al.: Metab-
lism 16:1010, 1967. 4. Gordon, E.S.: Advances Intern. Med. J2:66, 1964. 5. Grodsky, G.M., et al.: Metabolism 12:278, 1963. 6. Gundersen, K., and
ntoniades, H.N.: Proc. Soc. Exp. Biol. Med. 104:411, 1960. 7. Moss, J.M., and DeLawter, D.E.: GP 34:85 (Oct.) 1966. 8. Sadow, H.S.: Metabolism 12:333,
963. 9. Searle, G.L., and Cavalieri, R.R.: Presented at 26th Annual Meeting, American Diabetes Association, Chicago, June 25-26, 1966. 10. Seiden-
ticker, J.F., and Hamwi, G.J.: Geriatrics 22:112, 1967. 11. Smith, M., and Levine, R.: Med. Clin. N. Amer. 48:1387, 1964. 12. Weller, C, and Linder, M.:
led. Times 92:1015, 1964. 13. Williams, R.H.: Textbook of Endocrinology, ed. 3, Philadelphia, Saunders, 1962, p. 610. 14. Yalow, R.S., and Berson, S.A.:
iabetes 9:254, 1960.

CSV)USV PHARMACEUTICAL CORP., New York, N.Y. 10017
Producers of ARUDIN@(nylidrin HCI)



From the First Family
of Tetracycline-
One of the 31 useful dosage forms
in the ACHRO Family
ACHROSTATIN V Capsules
Tetracycline HC1 250 mg /Nystatin 250,000 units

The lowest priced
tetracycline-nystatin
combination

iCHRObTAHV V

TWO NEW MEAL PLANNING PUBLICATIONS AVAILABLE

"Adaptations of Food Exchange Lists for ADA
Fat-Controlled Diabetic Diets" and "Diabetic
Diet Card for Physicians and Dietitians for Use
with Fat-Controlled Diets" have been recently
published by The American Dietetic Association
in collaboration with the American Diabetes
Association and the National Center for Chronic
Disease Control of the Public Health Service.
The new material may be obtained at the same
price as the other individual meal plans and
the "Diabetic Diet Card for Physicians": $.05
per single copy; $2.00 per 100 copies; $18.00 per
1,000 copies.

Previously published meal plans also available
are Meal Plans No. 1 through No. 9: (1) 1200,
(2) 1500, (3) 1800, (4) 2200, (5) 1800, (6)
2600, (7) 3500, (8) 2600, and (9) 3000 calo-
ries, respectively. Meal Plans 5, 6 and 7 are es-

pecially suitable for children since they contain
more milk than the others. "ADA Bland Low-
fiber Diabetic Diet"; and "ADA Sodium Re-
stricted Diabetic Diet" also may be obtained.
They and the Meal Plans are to be used in con-
junction with the Meal Planning Booklet.

The twenty-four page booklet, Meal Planning
with Exchange Lists, was prepared to help dia-
betics select foods for their meals. It is avail-
able at $.15 each; $6.50 per 100 copies and
$50.00 for 1,000 copies.

All costs include handling and shipping.

Order forms for this material are available on
request from the offices of the American Dia-
betes Association, 18 East 48th Street, New
York, N. Y. 10017.
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What if today you switched
every one of your diabetics
on oral agents to Dymelor?

Acetohexamide

...what could you expect?
At the very least, most of your patients would do just
as well. Many of them might do better. (In one group
of 689 patients who were taking other oral agents, 46
percent did better when switched to Dymelor; 45 per-
cent did as well. Only 9 percent had been under better
control with their previous agent.*) But beyond good
control, there are several other reasons to consider
Dymelor.

Once-daily dosage, effective for most patients on
Dymelor, reduces the risk of patients' missing doses
or taking tablets at wrong intervals.

Flexibility is provided by the wide dose range. Sel-

dom will you have to transfer patients to another
drug. You can adjust dosage within the 250 to 1,500-irig
range as conditions vary or daily habits change.

Economy in prescription costs will be appreciated
by many patients switched to Dymelor. Because of
its relative potency, Dymelor may control many
patients at about half the dosage of the short-acting
sulfonylurea.

Patient Starter Kits, useful in establishing therapy with
Dymelor, are available from your Lilly representative.

*Data compiled from reports of clinical investigators, on file at the Lilly Research Laboratories.

Indications: Dymelor® (acetohexamide, Lilly) is an oral hypoglycemic sulfonylurea

indicated in stable, maturity-onset, nonketotic diabetes not controlled solely by diet.

Given alone or with phenformin, Dymelor may result in resumption of response to

oral therapy in certain patients not controlled initially or secondarily by other oral

agents.

Sulfonylurea therapy is no substitute for increased attention to diet and other

factors in control of diabetes.

Satisfactory response is usually indicated by reduction of glycosuria and hyper-

glycemia within seven to ten days. Appearance of glycosuria and ketonuria after

withdrawal of Insulin and initiation of Dymelor suggests a need for dosage adjust-

ment or possibly a poor response to Dymelor. In the absence of clinical improvement

after dosage adjustment, therapy with Insulin is usually indicated.

Insulin is standard therapy during stress, complications, infections, and surgery.

Dymelor can be continued, if tolerated, and Insulin given as supportive treatment.

Contraindicat ions: Juvenile, brittle, unstable, or severe diabetes (on occasion,

Dymelor may be given jointly with Insulin); diabetes complicated by acidosis,

ketosis, coma, major surgery, infections, gangrene, or severe trauma; pregnancy;

renal glycosuria; hyperglycemia associated with uremia; nondiabetic conditions.

Precautions: Inappropriate dosage may result in severeand prolonged hypoglycemia.

Treat immediately with intravenous hypertonic glucose solution (10 to 50 percent),

and continue until hypoglycemia subsides.

Instruct new patients on the management of diabetes, 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 alcohol-

ism, adrenal or pituitary insufficiency, or porphyria; in elderly, debilitated, mal-

nourished, or semistarved patients; and in patients on antimicrobial sulfas, phenyl-

butazone, or probenecid. Administer thiazide diuretics with caution to patients on

sulfonylurea therapy.

Patients receiving sulfonylureas have experienced "disulfiram reactions" following

ingestion of alcohol. Sulfonylureas may have an antithyroid effect.

Adverse Reactions: In the changeover from Insulin to Dymelor, hypoglycemia can

occur while both drugs are given simultaneously.

Occasional side-effects are G.-l. disturbances, including nausea and gastritis;

maculopapular skin eruption or other cutaneous manifestations of hypersensitivity;

headache, nervousness, and tingling, all possibly related to hypoglycemia; and

elevations in alkaline phosphatase. Rarely, photosensitivity reactions, bleeding from

the upper G.-l. tract, jaundice, thrombocytopenia, pancytopenia, agranulocytosis,

leukopenia, hemolytic anemia, or aplastic anemia may occur.

Administration and Dosage: Daily dosage may range between 250 mg. and 1.5

Gm. No loading dose should be used. Doses in excess of 1.5 Gm. daily are not recom-

mended.

Patients on 1 Gm. or less daily can be controlled with once-daily dosage. Patients

receiving 1.5 Gm. daily usually benefit from twice-daily dosage, before morning and

evening meals. Dymelor may be used with phenformin or Insulin.

For full prescribing information, see package literature.

How Suppl ied: Tablets Dymelor® (acetohexamide, Lilly)

(scored), 250 and 500 mg., in bottles of 50,200, and 500. [ius«7A]

Additional information available to physicians upon request.

Eli Lilly and Company, Indianapolis, Indiana 46206.


