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Diabetes is a major contributor to heart disease, kidney disease
and blindness. So when you support the American Diabetes
Association, you fight some of the worst diseases of our time



THIS WINTER,
THOUSANDS OF CHILDREN

WILL BE STRICKEN

THE REAL TRAGEDY BEGINS
WHEN THEY'RE TREATED

FOR THE FLU.
During flu season thousands of children

are stricken with insulin-dependent diabetes.
These children are usually between the ages of
5 and 16.

Unfortunately, many parents and
emergency-room personnel often confuse the
warning signs of diabetes with the flu. Or, in
some cases, urinary tract infection.

The major warning signs for diabetes to
watch out for are: frequent urination, excessive
thirst, extreme hunger, dramatic weight loss,
nausea and vomiting. As well as irritability,
weakness and fatigue. Generally, these symp-
toms appear over a three or four-week period,
but don't appear as suddenly as flu symptoms.

If the child is not treated immediately, his
or her blood sugar can go out of control leading
to what is called diabetic ketoacidosis. Which
in turn can lead to diabetic coma. The warning
signs for diabetic ketoacidosis include excessive
urination, great thirst, stomach pain, nausea
and vomiting, dehydration which can lead to dry
lips and sunken eyes, rapid breathing, followed
by sleepiness.

So this winter, do something to really pro-
tect your child during flu season.

Learn the symptoms of diabetes.

A message from the
American Diabetes Association.



HEART DISEASE,KIDNEY DISEASE, AND BUNDNESS
HAVE ACOMMON WARNING SIGN.

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

Some of diabetes' most obvious warning

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

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

See your physician.

FIGHT SOME OF THE WORST DISEASES OF OUR TIME A

support the American Diabetes Associatiai. ^ A



Diabetes in the Family
From the American Diabetes Association

Here is all the information you and your family need. This
comprehensive reference book on diabetes addresses your
questions, concerns, and hopes for the future with accurate
and up-to-date information. Chapters on the nature of
diabetes and adjusting to i t . . . information on daily care,
diet, testing, exercise, stress . . . lifetime considerations
such as careers, marriage, travel, pregnancy . . . how to be
prepared for emergencies . . . diabetes and the family and
much more. Over 200 pages of valuable diabetes data.

Diabetes: Reach for Health and Freedom
By Dorothea F. Sims

"All who read Diabetes: Reach for Health and Freedom
should try to emulate its philosophy and learn its science."
—from the Foreword by Dr. Fred Whitehouse, President,
American Diabetes Association, 1978-1979

A warm, sensitive approach to living with diabetes, this
book discusses the daily management of both insulin-
dependent and non-insulin-dependent diabetes. Covering
the importance of exercise, testing, the dangers of compli-
cations, and the skills you need to meet the lifelong challenge
of diabetes, you'll find the practical advice you need to live
your life fully.

The American Diabetes Association/
The American Dietetic Association

FAMILYGXDKMDK
With the ADVADA Family Cookbooks, add zest to meal
times with more delicious recipes than you ever thought
possible. Fully endorsed by the American Diabetes Association
and The American Dietetic Association, Family Cookbook
Volumes 1 and 2 provide delicious, wholesome recipes for
anyone, not just people with diabetes. Both bring you a
wealth of practical advice on nutrition including the complete
nutrient and exchange breakdown for one-serving portions
and calorie content.

Volume 1
• 250 delicious recipes
• The basics of good nutrition and meal planning
• Calculating exchanges from food labels and recipes
• Tips on dining out, fast foods, drinking alcohol
• Special-occasion menus

Volume 2
• 206 brand new taste-tempting recipes
• How to safely start and follow an exercise program
• Exciting new dishes from ethnic cuisines
• New and updated information on nutrition
• Exchanges for the most popular foods of Mexican, Jewish,

Black American, Indian, and Oriental cuisine

Yes! Please send me:
• Diabetes in the Family, hardcover, $14.70

($12.95plus $1.75postage & handling)
• Diabetes in the Family, paperback, $1145

($9.95 plus $1.50 postage & handling)
• Diabetes: Reach for Health and Freedom, $11.45

($9.95plus $1.50postage & handling)
• Family Cookbook, vol. 1, $17.45

($14.95plus $2.50 postage & handling)
• Family Cookbook, vol. 2, $18.45

($15.95plus $2.50 postage & handling)
D Cookbook set, vols. 1&2, $34.40

($30.90 plus $3.50 postage & handling)

Qty

Order Form
Price

includes I enclose $_
postage Total

x $14.70 = Name

608JBK

Y

X

X

X

x

$11 45 =

$11 45 =

$17 45 =

$1845 =

•M4 40 =

. for the books I've checked.

Street.

City.

State. Zip.

Send your order to: American Diabetes Association,
P.O.Box 2047 Mahopac, NY 10541
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(Adapted from Peterson CM, et aP)
Glucose and insulin response to three standard meals was measured at eleven time points on the first and fifteenth days of administration of
Glucotrol (glipizide) to seven patients with NIDDM. The mean dose of Glucotrol was 8.7 mg per day (0.1 mg/kg).

• Insulin levels rose markedly • The insulin response pattern
after the first meal, then with Glucotrol closely simulates
dropped, then rose again fol- the pattern commonly seen in
lowing subsequent meals. nondiabetics.

References: 1. Peterson CM, Sims RV. Jones RL. et al: Bioavailability of glipizide and its effect
on blood glucose and insulin levels in patients with non-insulin-dependent diabetes. Diabetes
Care 1982; 5:497-500. 2. Melander A, Wahlin-Boll E: Clinical pharmacology of glipizide, in
Proceedings of a Symposium: New Perspectives in Noninsulin-Dependent Diabetes Mellitus
and the Role of Glipizide in Its Treatment. Am J Med, pp. 41 -45, Nov. 30.1983. 3. Feinglos MN,
Lebovitz HE: Long-term safety and efficacy ot glipizide, in Proceedings of a Symposium: New
Perspectives in Noninsulin-Dependent Diabetes Mellitus and the Role of Glipizide in Its Treat-
ment Am J Med, pp. 60-66, Nov 30, 1983.



with significant advantages
for many NIDDM patients

Rapid, consistent therapeutic action -me a,m 0(5,*,^
treatment should be complete normalization of glucose economy... therefore, the sulfonyl-
urea should be potent and rapid-acting. Moreover, it should have complete bioavailability in
order to minimize variations between and within individual subjects.
"Glipizide [Glucotrol] has complete bioavailability and its absorption and onset of action
are very rapid!'2

Rapid excretion, inactive metabolites A , i
very rapidly eliminated, and as there is no evidence that its metabolites are significantly
active, the risk of long-lasting hypoglycemia should be small.... "2 However, as with all
sulfonylureas, hypoglycemia may occur.

Long-term metabolic improvement Long term therapywith
glipizide, in contrast to studies of other sulfonylureas, often results in a sustained increase
in glucose-stimulated insulin secretion!'3

While controversy remains in the findings of the UGDP, there have been reports of
increased cardiovascular risk associated with oral hypoglycemic therapy.

Glucotrol
Gglpizide) 5-mg and KD-mg

Scored Tablets

When diet alone fails in non-insulin-dependent diabetes mellitus
Please turn page for Glucotrol* (glipizide) prescribing information.



GLUCOTROL® (glipizide) Tablets
Brief Summary of Prescribing Information
INDICATIONS AND USAGE: GLUCOTROL is indicated as an adjunct to diet for the control of
hyperglycemia in patients with non-insulin-dependent diabetes mellitus (NIDDM, type II) after
an adequate trial of dietary therapy has proved unsatisfactory.
CONTRAINDICATIONS: GLUCOTROL is contraindicated in patients with known hypersensitiv-
ity to the drug or with diabetic ketoacidosis, with or without coma, which should be treated with
insulin.
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administra-
tion of oral hypoglycemic drugs has been reported to be associated with increased cardiovascu-
lar mortality as compared to treatment with diet alone or diet plus insulin. This warning is based
on the study conducted by the University Group Diabetes Program (UGDP), a long-term prospec-
tive clinical trial designed to evaluate the effectiveness of glucose-lowering drugs in preventing
or delaying vascular complications in patients with non-insulin-dependent diabetes. The study
involved 823 patients who were randomly assigned to one of four treatment groups (Diabetes 19,
supp. 2:747-830,1970).
UGDP reported that patients treated for 5 to 8 years with diet plus a fixed dose of tolbutamide
(1.5 grams per day) had a rate of cardiovascular mortality approximately 2-1/2 times that of
patients treated with diet alone. A significant increase in total mortality was not observed, but
the use of tolbutamide was discontinued based on the increase in cardiovascular mortality,
thus limiting the opportunity for the study to show an increase in overall mortality. Despite
controversy regarding the interpretation of these results, the findings of the UGDP study pro-
vide an adequate basis for this warning. The patient should be informed of the potential risks
and advantages of GLUCOTROL and of alternative modes of therapy.
Although only one drug in the sulfonylurea class (tolbutamide) was included in this study, it is
prudent from a safety standpoint to consider that this warning may also apply to other oral
hypoglycemic drugs in this class, in view of their close similarities in mode of action and
chemical structure.
PRECAUTIONS: Renal and Hepatic Disease: The metabolism and excretion of GLUCOTROL may
be slowed in patients with impaired renal and/or hepatic function. Hypoglycemia may be pro-
longed in such patients should it occur.
Hypoglycemia: All sulfonyiureas are capable of producing severe hypoglycemia. Proper patient
selection, dosage and instructions are important to avoid hypoglycemia. Renal or hepatic insuf-
ficiency may increase the risk of hypoglycemic reactions. Elderly, debilitated, or malnourished
patients and those with adrenal or pituitary insufficiency are particularly susceptible to the
hypoglycemic action of glucose-lowering drugs. Hypoglycemia may be difficult to recognize in
the elderly or people taking beta-adrenergic blocking drugs. Hypoglycemia is more likely to
occur when caloric intake is deficient, after severe or prolonged exercise, when alcohol is in-
gested, or when more than one glucose-lowering drug is used.
Loss of Control of Blood Glucose: A loss of control may occur in diabetic patients exposed to
stress such as fever, trauma, infection or surgery. It may then be necessary to discontinue
GLUCOTROL and administer insulin.
Laboratory Tests: Blood and urine glucose should be monitored periodically. Measurement of
glycosylated hemoglobin may be useful.
Information for Patients: Patients should be informed of the potential risks and advantages of
GLUCOTROL, of alternative modes of therapy, as well as the importance of adhering to dietary
instructions, of a regular exercise program, and of regular testing of urine and/or blood glucose.
The risks of hypoglycemia, its symptoms and treatment, and conditions that predispose to its
development should be explained to patients and responsible family members. Primary and
secondary failure should also be explained.
Drug Interactions: The hypoglycemic action of sulfonylureas may be potentiated by certain
drugs including non-steroidal anti-inflammatory agents and other drugs that are highly protein
bound, salicylates, sulfonamides, chloramphenicol, probenecid, coumarins, monoamine oxi-
dase inhibitors, and beta adrenergic blocking agents. In wfrostudies indicate that GLUCOTROL
binds differently than tolbutamide and does not interact with salicylate or dicumarol. However,
caution must be exercised in extrapolating these findings to a clinical situation. Certain drugs
tend to produce hyperglycemia and may lead to loss of control, including the thiazides and other
diuretics, corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives,
phenytoin, nicotinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid.
Carcinogenesis, Mutagenesis, Impairment of Fertility: A 20-month study in rats and an 18-
month study in mice at doses up to 75 times the maximum human dose revealed no evidence of
drug-related carcinogenicity. Bacterial and in vivo mutagenicity tests were uniformly negative.
Studies in rats of both sexes at doses up to 75 times the human dose showed no effects
on fertility.
Pregnancy: Pregnancy Category C: GLUCOTROL (glipizide) was found to be mildly fetotoxic in
rat reproductive studies at all dose levels (5-50 mg/kg). This fetotoxicity has been similarly noted
with other sulfonylureas, such as tolbutamide and tolazamide. The effect is perinatal and be-
lieved to be directly related to the pharmacologic (hypoglycemic) action of GLUCOTROL. In
studies in rats and rabbits no teratogenic effects were found. There are no adequate and well-
controlled studies in pregnant women. GLUCOTROL should be used during pregnancy only if
the potential benefit justifies the potential risk to the fetus.
Because recent information suggests that abnormal blood glucose levels during pregnancy
are associated with a higher incidence of congenital abnormalities, many experts recommend
that insulin be used during pregnancy to maintain blood glucose levels as close to normal
as possible.
Nonteratogenic Effects: Prolonged severe hypoglycemia has been reported in neonates born to
mothers who were receiving a sulfonylurea drug at the time of delivery. This has been reported
more frequently with the use of agents with prolonged half-lives. GLUCOTROL should be dis-
continued at least one month before the expected delivery date.
Nursing Mothers: Since some sulfonylurea drugs are known to be excreted in human milk, insu-
lin therapy should be considered if nursing is to be continued.
Pediatric Use: Safety and effectiveness in children have not been established.
ADVERSE REACTIONS: In controlled studies, the frequency of serious adverse reactions
reported was very low. Of 702 patients, 11.8% reported adverse reactions and in only 1.5%
was GLUCOTROL discontinued.
Hypoglycemia: See PRECAUTIONS and OVERDOSAGE sections.
Gastrointestinal: Gastrointestinal disturbances, the most common, were reported with the fol-
lowing approximate incidence: nausea and diarrhea, one in 70; constipation and gastralgia, one
in 100. They appear to be dose-related and may disappear on division or reduction of dosage.
Cholestatic jaundice may occur rarely with sulfonylureas: GLUCOTROL should be discontinued
if this occurs.
Dermatologic: Allergic skin reactions including erythema, morbilliform or maculopapular erup-
tions, urticaria, pruritus, and eczema have been reported in about one in 70 patients. These may
be transient and may disappear despite continued use of GLUCOTROL; if skin reactions persist,
the drug should be discontinued. Porphyria cutanea tarda and photosensitivity reactions have
been reported with sulfonylureas.
Hematologic: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic
anemia, and pancytopenia have been reported with sulfonylureas.
Metabolic: Hepatic porphyria and disulfiram-like alcohol reactions have been reported with sul-
fonylureas. Clinical experience to date has shown that GLUCOTROL has an extremely low inci-
dence of disulfiram-like reactions.
Miscellaneous: Dizziness, drowsiness, and headache have each been reported in about one in
fifty patients treated with GLUCOTROL. They are usually transient and seldom require discon-
tinuance of therapy.
OVERDOSAGE: Overdosage of sulfonylureas including GLUCOTROL can produce hypoglyce-
mia. If hypoglycemic coma is diagnosed or suspected, the patient should be given a rapid intra-
venous injection of concentrated (50%) glucose solution. This should be followed by a continu-
ous infusion of a more dilute (10%) glucose solution at a rate that will maintain the blood
glucose at a level above 100 mg/dL. Patients should be closely monitored for a minimum of 24 to
48 hours since hypoglycemia may recur after apparent clinical recovery. Clearance of GLUCO-
TROL from plasma would be prolonged in persons with liver disease. Because of the extensive
protein binding of GLUCOTROL (glipizide), dialysis is unlikely to be of benefit.
DOSAGE AND ADMINISTRATION: There is no fixed dosage regimen for the management of
diabetes mellitus with GLUCOTROL; in general, it should be given approximately 30 minutes
before a meal to achieve the greatest reduction in postprandial hyperglycemia.
Initial Dose: The recommended starting dose is 5 mg before breakfast. Geriatric patients or
those with liver disease may be started on 2.5 mg. Dosage adjustments should ordinarily
be in increments of 2.5-5 mg, as determined by blood glucose response. At least several days
should elapse between titration steps.
Maximum Dose: The maximum recommended total daily dose is 40 mg.
Maintenance: Some patients may be effectively controlled on a once-a-day regimen, while oth-
ers show better response with divided dosing. Total daily doses above 15 mg should ordinarily be
divided.
HOW SUPPLIED: GLUCOTROL is available as white, dye-free, scored diamond-shaped tablets
imprinted as follows: 5 mg tablet —Pfizer 411 (NDC 5 mg 0049-4110-66) Bottles of 100; 10 mg
tablet —Pfizer 412 (NDC 10 mg 0049-4120-66) Bottles of 100.
CAUTION: Federal law prohibits dispensing without prescription.
More detailed professional information available on request.

A division of Pfizer Pharmaceuticals
New York, New York 10017
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these journal slipcases and binders
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Your patients may not have
a choice about taking insulin.

They should have a choice
about how they take it.

"It's not so bad;
you'll get used ... , ,
i j_i_ _ii »• What else could you
tO t h e n e e d l e , tell the diabetic who
must take insulin? After all, taking insulin is life-
sustaining to many, while for others it is the best
way to control blood sugar and retard or prevent
life-threatening complications. Your challenge is to
obtain maximum compliance, for effective control.
The reality, however, is that puncturing the skin with
a needle is neither normal nor something to look
forward to with anything but resignation, and for
various psychosocial or physical reasons something
that can be painful.

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

Medi-Jector®
Needleless Injection:
a be t te r choice Tnedevel°Pment

a u c u c i U I U I L C ofMedi-Jectors
TOr C o m p l i a n c e , needleless injection

control and ™ XCOmf Or I. evolution of modern
diabetes management, with its goal of improved
control facilitated by self blood glucose monitoring
and multiple daily doses of insulin.

The prospect of multiple daily injections cannot be
pleasant for patients who have found one shot a day
to be painful, or for patients who have never taken
insulin before. Such fear of needle punctures can
result in a detrimental compliance problem.

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

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



New

Medi-Jector LV
designed for modern
insulin therapy

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

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

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

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

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

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

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

Discover why your patients
deserve to have the
Medi-Jector choice — call us
at 1-800-328-3074. We will
provide you with complete
information and the name
of your local distributor.

P-10185

DER^TA
CORPORATION

7380 32nd Avenue North
Minneapolis, MN 55427
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Contemporary Insulin Therapy
The Goal: to approximate the non-diabetic
physiology as closely as possible
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