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New from the ADA, this first volume of Clinical Diabetes Reviews offers
you — the primary-care physician and health-care professional —

the essential information you need for your practice.
The American Diabetes Association has created this
compendium of up-to-date articles from its two interna-
tionally recognized clinical journals — Diabetes Care and
Clinical Diabetes. This indispensable softcover book pro-
vides you with the latest developments in diabetes treat-
ment . . . so you can provide your patients with the best
care possible.

Clinical Diabetes Reviews contains 29 jargon-free arti-
cles written for you by world-renowned experts in the
field of diabetes. Its 208 pages offers you the most
thorough analysis, in a single volume, covering all of
these important areas:

PATHOGENESIS

DIAGNOSIS

Classification and
Diagnosis of Diabetes
Mellitus
by Saul Genuth, MD

Genetics of Diabetes
by L. J. Raffel, MD and
J. I. Rotter, MD

Pathophysiology of
Insulin Secretion in
Non-Insulin-
Dependent Diabetes
By W. Ward, MD, J. C.
Beard, MD, J. B. Halter,
MD, M. A. Pfeifer, MD,
and D. Porte, Jr., MD
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PSYCHOSOCIAL
ASPECTS

The Young Child With
Diabetes: Challenges
of Diagnosis and
Management
by M. Frank, RN,
J. Link, RN, BScN,
D. Daneman, MB,
K. Perlman, MD, and
R. M. Ehrlich, MD

SPECIAL PROBLEMS
AND COMPLICATIONS

Brittle Diabetes:
Tracking Down Its
Sources
by R. A. Rizza, MD,
B. R. Zimmerman, MD,
and F. J. Service, MD

Management of
Diabetic Ketoacidosis
by J. M. Johnston, MD

TREATMENT:
Routine Management

Understanding GHb
Assays: A Guided
Tour for Clinicians
by D. E. Goldstein, MD

Self-Monitoring: A
Practical Guide to
Getting Started
by P. Raskin, MD

TREATMENT:
Drug Therapy

Insulin Absorption:
Understanding the
Variables
by P. Haycock, MD

Second-Generation
Sulfonylureas: What
Are They and What Is
Their Value?
by H. E. Lebovitz, MD
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PROGRAM PT201

D PT201-1AB Symposium: Lipid Metabolism in Diabetes
$18.00 Mellitus

D PT201-2A Banting Lecture
$9.00

• PT201-2B President's Address
$9.00

D PT201-3AB Hormone Receptors I
$18.00

D PT201-4AB Clinical Diabetes I/Pregnancy
$18.00

• PT201-5AB Hormone Synthesis and Secretion I
$18.00

• PT201-6AB Hormone Action 1/Hormone Receptors II
$18.00

• PT201-7AB Clinical Physiology
$18.00

• PT201-8AB Nutrition
$18.00

• PT201-17AB Symposium: Diabetic Neuropathy—Mechanisms
$18.00 and Managements

D PT20I-18AB Immunology 11/Transplantation II
$18.00

• PT201-I9AB Metabolism II
$18.00

• PT201-20AB Forms of Therapy
$18.00

• PT201-21AB Hormone Action II
$18.00

• PT20I-22AB Metabolism III/Lipids, Lipoproteins
$18.00

• PT201-23AB Genetics, Etiology
$18.00

• PT201-24AB Hormone Action HI
$18.00

• PT201-25AB Nonvascular Complications
$18.00

• PT201-9AB Symposium: Recent Advances in Insulin Action D PT201-26AB Behavioral Medicine/Psychosocial
$18.00

• PT201-10
$9.00

Lilly Lecture

• PT201-11AB Metabolism I
$18.00

• PT201-12AB Immunology 1/Transplantation I
$18.00

D PT20I-13AB Vascular Complications
$18.00

• PT201-14AB Hormone Synthesis and Secretion II
$18.00

D PT201-15AB Clinical Diabetes 11/Epidemiology
$18.00

• PT201-16AB Health Education/Health Care Delivery
$18.00

ORDER Toll Free / 800 367-9286
(In California) / 800 992-9286

$18.00

D PT201-27AB Council on Nutritional Sciences and Metabolism
$18.00

• PT201-28AB Council on Education, Health Care Delivery and
$18.00 Public Health

• PT201-29AB Council on Diabetes in Pregnancy
$18.00

• PT201-30AB Council on Diabetes in Youth
$18.00

D PT201-3IABC Council on Epidemiology and Statistics
" $27.00

• PT201-32AB Council on Foot Care
$18.00

• Complete Set PT201.. .Save 20%.. .$460.00

BUY 6 TAPES GET THE 7th TAPE FREE!

•Free Vinyl Cassette Album with 12 Tapes Purchased
ORDER FORM

Check the boxes by the tapes you wish to order (please include $1.00 for the first tape. $.50 for each additional tape up to a
maximum of $7.00 for shipping and handling). Foreign Orders: Add 15% surcharge of subtotal.
Charge my D Master Charge • VISA D American Express (Personal checks are also accepted, payable to InfoMedix

Acct. No.. Name.

Mo. Yr..
Signature Expiration Date

American Diabetes Association Tapes

c/o InfoMedix: 12800 Garden Grove Blvd. • Suite F
Garden Grove, CA 92643 (714) 530-3454

Address-

City

State Zip_

On Audio cassette Tapes



American Diabetes Association

Diabetes Management-
Now and the Future

A American
Diabetes
Association A American

Diabetes
Association

Marriott's Palm Desert Resort & Spa
Palm Desert, California
January 13-16,1988

Approved for Continuing Medical Education Credit



Learn the latest diabetes information
you can apply to your
education/treatment j
program today!

The ADA's Postgraduate Course is
designed for YOU — the health-care
professional interested in quality care
for your patients with diabetes.

Important areas covered during this
3-day course include:

Insulin and Oral Agents in
Type II Diabetes Mellitus:
What Are Your Options?
Immune Suppression in the
Management of Type I Diabetes
Microvascular Complications
of Diabetes Mellitus: Their
Progress and Management
Macrovascular Complications
of Diabetes Mellitus: Their
Development and Control
Day-To-Day Problems in
Diabetes Care
Emerging Strategies in the
Treatment of Diabetes Mellitus

There are also enlighting dialogues
between participating physicians and
other health-care professionals at the 12
Workshops; forums in specific areas of
diabetes research and care at the six
Council Programs; and an exhibit hall
with dozens of products and services
designed for the treatment of diabetes.

The American Diabetes Association
certifies that this course meets the
criteria for 18 credit hours in category 1
for the Physician's Recognition Award of
the American Medical Association.

This 4-day event provides a wide
selection of essential educational topics
for any member of the health-care
team. In addition, Palm Desert offers a
variety of recreational activities for
you — a tennis tournament, a golf
tournament, swimming, and more.

Don't miss this great opportunity to get
these discounts.

Members
Physicians
Allied Health

Non members
Physicians
Allied Health

Residents, Interns

Pre-
Registration

(before
12/31/87)

$225
$150

$300
$300
$ 25

Registration
(Paid at
Door)

$240
$175

$325
$325
$ 30

•ore

return



"If you have Diabetes,
you can help change
the way it is treated."

The Diabetes Control and
Complications Trial is seeking
volunteers for a major research
study supported by the National
Institutes of Health.

The goal: to determine whether
one of two insulin regimens will
help prevent or slow down the
devastating complications of
diabetes, including kidney and
heart disease, blindness, and
nerve disorders.

Qualified volunteers receive
expert diabetes medical care, at
one of 27 top quality medical
centers in the U.S. and Canada,
at NO COST, for up to six years.

Volunteers must be:
• insulin-dependent for 15 years

or less,
• taking no more than two

injections daily,
• between the ages of 13 and 39.

For more information, call our toll-
free numbers 24 hours a day.

1-800-522-DCCT
IN THE U.S.

1-800-533-DCCT
IN CANADA

Diabetes
Control and
Complications
iTrial

Space provided as a public service by the publisher.



Your Essential Research Tools...
There When YOU Need Themh

The most vital link to a cure and preventive for diabetes
is current information. After all, so much of what we know
about diabetes has been uncovered during the last decade—
and reported to you first in DIABETES: A Journal of the
American Diabetes Association.

But what good are the latest research studies and
discoveries if you receive them too late? Your research is
too important to allow the latest diabetes findings to be
slowly routed to your office. So get off the routing slip
and begin receiving your own fresh, clean copy of this
indispensable reference tool every month.

Upcoming issues of DIABETES will feature the latest .
findings on such important topics as the hormonal •
mechanisms of insulin secretion, genetic risk factors, insulin '
action, pancreatic transplantation, immunoregulation, and
more.

P l U S , you'll have immediate access to major research
studies by Roger Unger . . . Paul Lacy . . . Bernard
Jeanrenaud . . . George Eisenbarth . . . Jorn Nerup . . .
David Sutherland . . . and scores of other authorities in the
field of diabetes research.

To have this up-to-the-minute information delivered
directly to you on time every month, simply fill out and
return the subscription form.

Or for more information, call our TOLL-FREE number:
1-800-ADA-DISC 8:30 A.M. to 5:00 P.M.. E.T., Monday
through Friday (in Alaska, Hawaii, Virginia, and outside the
U.S., please call: 703-549-1500).

• *

\

\

I want to receive this indispensable research tool
each month, immediately after it's published. I have
enclosed a check, payable to the American Diabetes
Association, to cover my subscription to Diabetes as
indicated below:
United States
• 1 Year (12 issues) $70.00
Foreign*
L 1 year (12 issues) $82.50 ($135 if delivered by Air Mail)

Name.

Address.

City .State,

Country. . Zip/Postal Code.

Send Your Order To: American Diabetes Association, Inc.
Post Office Box #2045 Mahopac, New York 10541
Please allow 4-8 weeks for delivery of your first issue.
'All foreign orders must be prepaid in US. funds drawn on a US. bank. H78PMA



Available

Diabetes '88
Receive 10 FREE copies of EVERY
ISSUE of Diabetes '88, ADA's
quarterly patient newsletter. Each
12-page issue is filled with basic
information on living with dia-
betes, including tips on diet, exer-
cise, and diabetes management.

ADA General
Membership Pad
Tell your patients about the benefits
of joining the American Diabetes
Association with a page from our
50-sheet Membership Pad.

FREE ADA
Information
for You
and Your
Patients

The American Diabetes Association wants you to
know about the FREE materials available to you, your

patients, their families—everyone that you encounter
who needs information and advice on diabetes.

Choose the FREE issues of Diabetes '88 or the FREE
Membership Pad—or choose both. Help your patients to
receive the important information they need with Diabetes
'88, and to enjoy the benefits of membership in the
American Diabetes Association with the General Membership
Pad. General Membership benefits include:

• One-year subscription to Diabetes Forecast (12 issues),
the big, colorful members' magazine filled with in-depth
articles on diabetes management, research, celebrities and
everyday heroes who don't let diabetes stand in the way
of personal achievement, and much more.

• Membership in a nearby ADA Affiliate. Local ADA Affiliates
provide lectures, workshops, counseling, summer camps
and other services not available anywhere else—and the
chance to meet other people with diabetes.

• Mailed newsletter from the ADA Affiliate listing diabetes-
related events and educational programs in the area.

• A vote in the Association's local elections.
Please fill out the form below and return it to the
ADA—today!

The above items are FREE and
available now. Complete the form
and mail it today to receive
your FREE ADA information.

Return to: American Diabetes Association
DIABETES '88
P.O. Box 2055
Harlan, IA 51593-0238

YES! I want my patients to receive the FREE information and the
benefits of the American Diabetes Association. Please send me:

. FREE copies of each issue of Diabetes '88. (10 or more copies
of each issue are available FREE. Please indicate your need.)
FREE 50-sheet Membership Pad.
(i only) ^ American

Diabetes
AssociationA

Name

Organization,

Address

City . State, . Zip_
JFDJ



A New Addition to the ADA Library!
hildren with Diabetes, a book
written specifically to help
the child with diabetes and
the whole family.

Children with Diabetes, by
Linda Siminerio, R.N., M.S.; and
Jean Betschart, R.N., M.S., is the
essential manual for parents and other
adults who deal with children who
have diabetes.

This 80 - page book covers all details
of diabetes management:
• insulin therapy
• the role of exercise
• the how-to's of testing
• healthy meal planning
• and helpful tips on travel and

special occasions.

This thoughtfully written guide takes
a sensitive look at the psychological
needs of all family members when
diabetes is present and offers sug-
gestions for promoting a positive
and supportive home environment.
A must for every family with
children with diabetes.

A Special Book from the American Diabetes Association
%# p ^ J I Please send me my personal
T C O • copy of Children with Diabetes.Name

D I am an ADA member and want to take advantage Address
of my membership discount. My membership number
is

(appears on your Diabetes Forecast label)

Nonmember Price $9.45 per copy
Member Price $7.55 per copy

Copies @ $ per copy = $_

City

State. Zip.

TOTAL Phone ( ).
D8704

Thank you. Please send your check or money order to the American Diabetes Association, 1660 Duke St.,
Alexandria, VA 22314. Allow four to six weeks for delivery. Prices include shipping and handling charges. H7D102
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CAPOTEN* TABLETS
Captopril Tablets

INDICATIONS: Hypertension-CAPOTEN (captopril) is indicated for the treat-
ment of hypertension. Consideration should be given to the risk of neutropenia/
agranulocytosis (see WARNINGS). CAPOTEN may be used as initial therapy for
patients with normal renal function, in whom the risk is relatively low. In patients
with impaired renal function, particularly those with collagen vascular disease,
captopril should be reserved for those who have either developed unacceptable side
effects on other drugs, or have failed to respond satisfactorily to drug combinations.
CAPOTEN is effective alone and in combination with other antihypertensive agents,
especially thiazide-type diuretics.

Heart Failure: CAPOTEN (captopril) is indicated in patients with heart failure who
have not responded adequately to or cannot be controlled by conventional diuretic
and digitalis therapy. CAPOTEN is to be used with diuretics and digitalis.

WARNINGS: Neutropenia/Agranulocytosis — Neutropenia (<1000/mm3) with
myeloid hypoplasia has resulted from use of captopril. About half of the neutropenic
patients developed systemic or oral cavity infections or other features of the syndrome
of agranulocytosis. The risk of neutropenia is dependent on the clinical status of
the patient:

In clinical trials in patients with hypertension who have normal renal function
(serum creatinine <1.6 mg/dL and no collagen vascular disease), neutropenia has
been seen in one patient out of over 8,600 exposed. In patients with some degree of
renal failure (serum creatinine at least 1.6 mg/dL) but no collagen vascular disease,
the risk in clinical trials was about 1 per 500. Doses were relatively high in these
patients, particularly in view of their diminished renal function. In patients with
collagen vascular diseases (e.g., systemic lupus erythematosus, scleroderma) and
impaired renal function, neutropenia occurred in 3.7% of patients in clinical trials.
While none of the over 750 patients in formal clinical trials of heart failure
developed neutropenia, it has occurred during subsequent clinical experience. Of
reported cases, about half had serum creatinine > 1.6 mg/dL and more than 75%
received procainamide. In heart failure, it appears that the same risk factors for
neutropenia are present.

Neutropenia has appeared usually within 3 months after starting therapy, associated
with myeloid hypoplasia and frequently accompanied by erythroid hypoplasia and
decreased numbers of megakaryocytes (e.g., hypoplastic bone marrow and pancyto-
penia); anemia and thrombocytopenia were sometimes seen. Neutrophils generally
returned to normal in about 2 weeks after captopril was discontinued, and serious
infections were limited to clinically complex patients. About 13% of the cases of
neutropenia have ended fatally, but almost all fatalities were in patients with serious
illness, having collagen vascular disease, renal failure, heart failure or immunosup-
pressant therapy, or a combination of these complicating factors.

Evaluation of the hypertensive or heart failure patient should always
include assessment of renal function. If captopril is used in patients with
impaired renal function, white blood cell and differential counts should be evaluated
prior to starting treatment and at approximately 2-week intervals for about 3 months,
then periodically. In patients with collagen vascular disease or who are exposed to
other drugs known to affect the white cells or immune response, particularly when
there is impaired renal function, captopril should be used only after an assessment of
benefit and risk, and then with caution. All patients treated with captopril should be
told to report any signs of infection (e.g., sore throat, fever); if infection is suspected,
perform counts without delay. Since discontinuation of captopril and other drugs has
generally led to prompt return of the white count to normal, upon confirmation of
neutropenia (neutrophil count <1000/mm3) withdraw captopril and closely follow
the patient's course.

Proteinuria — Total urinary proteins >1 g/day were seen in about 0.7% of patients
on captopril. About 90% of affected patients had evidence of prior renal disease or
received high doses (>150 rng/day;, or both. The nephrotic syndrome occurred in
about one-fifth of proteinuric patients. In most cases, proteinuria subsided or cleared
within 6 months whether or not captopril was continued. The BUN and creatinine
were seldom altered in proteinuric patients. Since most cases of proteinuria occurred
by the 8th month of therapy, patients with prior renal disease or those receiving
captopril at doses >150 mg/day should have urinary protein estimates (dip-stick on
1st morning urine) before therapy, and periodically thereafter.

Hypotension — Excessive hypotension was rarely seen in hypertensive patients but
is a possibility in severely salt/volume-depleted persons such as those treated vigorously
with diuretics (see PRECAUTIONS [Drug Interactions]).

In heart failure, where blood pressure was either normal or low, transient decreases
in mean blood pressure >20% were recorded in about half of the patients. This transient
hypotension may occur after any of the first several doses and is usually well tolerated,
although rarely it has been associated with arrhythmia or conduction defects. A
starting dose of 6.25 or 12.5 mg tid may minimize the hypotensive effect. Patients
should be followed closely for the first 2 weeks of treatment and whenever the dose of
captopril and/or diuretic is increased.

BECAUSE OF THE POTENTIAL FALL IN BLOOD PRESSURE IN
THESE PATIENTS, THERAPY SHOULD BE STARTED UNDER VERY
CLOSE MEDICAL SUPERVISION.
PRECAUTIONS: General: Impaired Renal Function, Hypertension —Some
hypertensive patients with renal disease, particularly those with severe renal artery
stenosis, have developed increases in BUN and serum creatinine. It may be necessary
to reduce captopril dosage and/or discontinue diuretic. For some of these patients,
normalization of blood pressure and maintenance of adequate renal perfusion may
not be possible. Heart Failure —About 20% of patients develop stable elevations of
BUN and serum creatinine >20% above normal or baseline upon long-term treat-
ment. Less than 5% of patients, generally with severe preexisting renal disease,
required discontinuation due to progressively increasing creatinine. See DOSAGE
AND ADMINISTRATION, ADVERSE REACTIONS [Altered Laboratory Find-
ings]. Valvular Stenosis —A theoretical concern, for risk of decreased coronary perfu-
sion, has been noted regarding vasodilator treatment in patients with aortic stenosis
due to decreased afterload reduction.

Surgery/Anesthesia — If hypotension occurs during major surgery or anesthesia, and is
considered due to the effects of captopril, it is correctable by volume expansion.

References: 1. Drayer JM, Weber MA: Monotherapy of essential
hypertension with a converting-enzyme inhibitor. Hypertension
5(5-SupplIII):108-113,1983.
2. D'Angelo A, Sartori L, Gambaro G, et al: Captopril in the treatment
of hypertension in type I and type II diabetic patients, Postgrad Med J
62(Suppl I):69-72,1986.

© 1987 E. R. Squibb & Sons, Inc., Princeton NJ

Drug Interactions: Hypotension: Patients on Diuretic Therapy — Precipitous reduc-
tion of blood pressure may occasionally occur within the 1st hour after administration
of the initial captopril dose in patients on diuretics, especially those recently placed on
diuretics, and those on severe dietary salt restriction or dialysis. This possibility can
be minimized by either discontinuing the diuretic or increasing the salt intake about
1 week prior to initiation of captopril therapy or by initiating therapy with small
doses (6.25 or 12.5 mg). Alternatively, provide medical supervision for at least 1 hour
after the initial dose.

Agents Having Vasodilator Activity — In heart failure patients, vasodilators should
be administered with caution.

Agents Causing Renin Release — Captopril's effect will be augmented by antihypertensive
agents that cause renin release.

Agents Affecting Sympathetic Activity — The sympathetic nervous system may be
especially important in supporting blood pressure in patients receiving captopril
alone or with diuretics. Beta-adrenergic blocking drugs add some further antihypertensive
effect to captopril, but the overall response is less than additive. Therefore, use agents
affecting sympathetic activity (e.g., ganglionic blocking agents or adrenergic neuron
blocking agents) with caution.

Agents Increasing Serum Potassium — Give potassium-sparing diuretics or potassium
supplements only for documented hypokalemia, and then with caution, since they
may lead to a significant increase of serum potassium. Use potassium-containing salt
substitutes with caution.

Inhibitors of Endogenous Proslaglandin Synthesis — Indomethacin and other nonsteroidal
anti-inflammatory agents may reduce the antihypertensive effect of captopril, espe-
cially in low renin hypertension.
Drug/Laboratory Test Interaction: Captopril may cause a false-positive urine
test for acetone.
Carcinogenesis, Mutagenesis and Impairment of Fertility: Two-year studies
with doses of 50 to 1350 mg/kg/day in mice and rats failed to show any evidence of
carcinogenic potential. Studies in rats have revealed no impairment of fertility.
Pregnancy: Category C — There are no adequate and well-controlled studies in
pregnant women. Embryocidal effects and craniofacial malformations were observed
in rabbits. Therefore, captopril should be used during pregnancy, or for patients
likely to become pregnant, only if the potential benefit outweighs the potential risk to
the fetus. Captopril crosses the human placenta.
Nursing Mothers: Captopril is secreted in human milk. Exercise caution when ad-
ministering captopril to a nursing woman, and, in general, nursing should be interrupted.
Pediatric Use: Safety and effectiveness in children have not been established
although there is limited experience with use of captopril in children from 2 months
to 15 years of age. Dosage, on a weight basis, was comparable to that used in adults.
Captopril should be used in children only if other measures for controlling blood
pressure have not been effective.
ADVERSE REACTIONS: Reported incidences are based on clinical trials involv-
ing approximately 7000 patients.

Renal— About 1 of 100 patients developed proteinuria (see WARNINGS). Renal in-
sufficiency, renal failure, polyuria, oliguria, and urinary frequency in 1 to 2 of 1000 patients.

Hematologic — Neutropenia/agranulocytosis have occurred (see WARNINGS). Ane-
mia, thrombocytopenia, and pancytopenia have been reported.

Dermatologic — Rash (usually maculopapular, rarely urticarial), often with pruritus
and sometimes with fever and eosinophilia, in about 4 to 7 of 100 patients (depending
on renal status and dose), usually during the 1st 4 weeks of therapy. Pruritus, without
rash, in about 2 of 100 patients. A reversible associated pemphigoid-like lesion, and
photosensitivity have also been reported. Angioedema of the face, mucous mem-
branes of the mouth, or of the extremities in about 1 of 1000 patients —reversible on
discontinuance of captopril therapy. One case of laryngeal edema reported. Flushing
or pallor in 2 to 5 of 1000 patients.

Cardiovascular- Hypotension may occur, see WARNINGS and PRECAUTIONS
(Drug Interactions) for discussion of hypotension on initiation of captopril therapy.
Tachycardia, chest pain, and palpitations each in about 1 of 100 patients. Angina
pectoris, myocardial infarction, Raynaud's syndrome, and congestive heart failure
each in 2 to 3 of 1000 patients.

Dysgeusia — About 2 to 4 (depending on renal status and dose) of 100 patients
developed a diminution or loss of taste perception; taste impairment is reversible and
usually self-limited even with continued drug use (2 to 3 months). Gastric irritation,
abdominal pain, nausea, vomiting, diarrhea, anorexia, constipation, aphthous ulcers,
peptic ulcer, dizziness, headache, malaise, fatigue, insomnia, dry mouth, dyspnea,
cough, alopecia, and paresthesias reported in about 0.5 to 2% of patients but did not
appear at increased frequency compared to placebo or other treatments used in
controlled trials.
Altered Laboratory Findings: Elevations of liver enzymes in a few patients
although no causal relationship has been established. Rarely cholestatic jaundice and
hepatocellular injury with or without secondary cholestasis, have been reported. A
transient elevation of BUN and serum creatinine may occur, especially in volume-
depleted or renovascular hypertensive patients. In instances of rapid reduction of
longstanding or severely elevated blood pressure, the glomerular filtration rate may
decrease transiently, also resulting in transient rises in serum creatinine and BUN.
Small increases in serum potassium concentration frequently occur, especially in
patients with renal impairment (see PRECAUTIONS).

OVERDOSAGE: Primary concern is correction of hypotension. Volume expansion
with an I.V. infusion of normal saline is the treatment of choice for restoration of
blood pressure. Captopril may be removed from the general circulation by hemodialysis.
DOSAGE AND ADMINISTRATION: CAPOTEN (captopril) should be taken
one hour before meals. In hypertension, CAPOTEN may be dosed bid or tid. Dosage
must be individualized; see DOSAGE AND ADMINISTRATION section of pack-
age insert for detailed information regarding dosage in hypertension and in heart
failure. Because CAPOTEN (captopril) is excreted primarily by the kidneys, dosage
adjustments are recommended for patients with impaired renal function.
Consult package insert before prescribing CAPOTEN (captopril).
HOW SUPPLIED: Available in tablets of 12.5, 25, 50, and 100 mg in bottles of 100
(25 mg also available in bottles of 1000), and in UNIMATIC* single dose packs of 100
tablets. (J3-658D)

3. Matthews DM, Wathen CG, Bell D, et al: The effect of captopril on
blood pressure and glucose tolerance in hypertensive non-insulin
dependent diabetics. Postgrad Med J 62(Suppl I):73-75,1986.
4. Christlieb AR: Management of hypertension in the patient with
diabetes mellitus. Practical Cardiol 8:94-103, 1982.
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WHEN
HYPERTENSION
COEXISTS WITH
DIABETES...

Consider the
CAPOTEN difference

"CAPOTEN may be used as initial therapy only for
patients with normal renal function in whom the risk of
neutropenia/agranulocytosis is relatively low (1 out of
over 8,600 in clinical trials). Use special precautions in
patients with impaired renal function, collagen vascular
disorders, or those exposed to other drugs known to
affect the white cells or immune response. Evaluation of
hypertensives should always include assessment of renal
function. Overall, the most frequently occurring adverse
reactions associated with CAPOTEN are skin rash and
taste alteration; both effects are generally mild,
reversible, or self-limited See INDICATIONS AND
USAGE, WARNINGS, and ADVERSE REACTIONS in the
brief summary on adjacent page.
Novolinsis a licensed trademark of NOVO Industri A/S.
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Effective control*
• 50 mg to 100 mg daily effectively controls most
patients with mild hypertension1

Fewer complications
•Studies of hypertensive patients with concurrent
Type I or Type II diabetes show that CAPOTEN
does not affect glucose metabolism2 3

•Unlike some beta-blockers,4 CAPOTEN is not
associated with hyperglycemic or hypoglycemic
changes and does not mask the symptoms of
hypoglycemia

'Unlike diuretics,4 CAPOTEN is not associated with
impairment of glucose tolerance in diabetics

CAPOTEN
V > captopril tablets
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