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When a type II diabetic patient
needs more than diet,
unique MiCRONASE® Tablets
are a logical first choice.

Choosing antidiabetic
1. Micronase—a rational choice in type II diabetes

Insulin levels are normal or elevated in most patients with
type II diabetes, although insulin action is markedly
impaired. MiCRONASE helps normalize the tissue response
to endogenous insulin.

Initially, MiCRONASE helps lower serum glucose in
responsive patients by stimulating the release of additional
insulin. As therapy continues, MiCRONASE is believed to
promote peripheral glucose metabolism by helping to correct
defects at the cellular receptor and postreceptor levels.

Micronase—a single, daily dose
provides 24-hour glycemic control
MiCRONASE provides 24-hour control of blood glucose with
a single, daily, low-milligram dose. MiCRONASE may be
taken with food, since food intake does not appear to affect
its bioava ilabi I ity.

Micronase—for the type II diabetic
patient who is also hypertensive:
Control without risk of water retention
This may also be significant for the type II diabetic patier
with congestive heart failure. MiCRONASE actually causes
mild diuresis.
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therapy today
Micronase—an important consideration in

the type II diabetic patient with renal impair-
ment: Control plus unique dual excretion...
50% urine, 50% bile
Elimination of MICRONASE equally in bile and urine reduces the
risk of drug accumulation, which may result in hypoglycemia.
MICRONASE should be used with caution in patients with renal
impairment; however, in a single-dose study, plasma clearance of
MICRONASE was prolonged only in patients with severe renal
impairment.

O - Micronase—for the patient who fails
on other diabetic therapy:
Potency and dosage flexibility
MICRONASE may prove effective when other drugs fail.
Five mg of MICRONASE is approximately equivalent to
250 mg of chlorpropamide or 500 mg of acetohexamide
in its ability to lower blood glucose. The dosage range
of MICRONASE allows for greater dosage flexibility than
other agents.

Overdosage of sulfonylureas, including MICRONASE,
can cause hypoglycemia. Although the interpretations are
controversial, the UGDP study reported in 1970 that

the use of tolbutamide, an oral hypoglycemic drug,
was associated with increased cardiovascular
mortality.

The Upjohn Company
Kalamazoo, Ml 49001

Your initial Rx in type II diabetes

Micronase
glyburide, 5 mgTablets

For brief summary of prescribing information, please turn page.



Tablets (glyburide)
Dosage Guide:* Although relatively rare, hypoglycemia may occur during the conversion to
MICRONASE from other therapy.
Prior therapy Considerations before Initial MICRONASE
or condition starting therapy dose (mg/day)
Dietary therapy ineffective

Oral therapy

Insulin therapy
(<40 units/day)

Insulin therapy
(>40 units/day)

No priming necessary

Discontinue oral hypoglycemict

Completely discontinue insulin injections
under medical supervision

Gradually discontinue insulin injections under
close medical observation or hospitalization

1.25 to 5 mg

2.5 to 5 mg

2.5to5mg

5mg

*See complete prescribing information.
tSee package insert for special precautions when transferring patients from chlorpropamide.

Micronase Tablets (brand of glyburide tablets)
CONTRAINDICATIONS: MICRONASE Tablets are contraindicated in patients with: 1. Known hyper-
sensitivity or allergy to the drug. 2. Diabetic ketoacidosis, with or without coma. This condition
should be treated with insulin. 3. Type I diabetes mellitus, as sole therapy.
SPECIAL WARNING ON INCREASED RISK OF CARDIOVASCULAR MORTALITY: The administration
ol oral hypoglycemic drugs has been reported to be associated with increased cardiovascular
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 prospective
clinical trial designed to evaluate the effectiveness of glucose-lowering drugs in preventing or
delaying vascular complications in patients with noninsulin dependent diabetes. The study in-
volved 823 patients who were randomly assigned to one of four treatment groups (Diabetes, 19
[Suppl 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 re-
garding the interpretation of these results, the findings of the UGDP study provide an adequate
basis for this warning. The patient should be informed of the potential risks and advantages of
MICRONASE 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 apply to other oral hypo-
glycemic drugs in this class, in view of their close similarities in mode of action and chemical
structure.
PRECAUTIONS: General - Hypoglycemia: All sulfonylureas are capable of producing severe
hypoglycemia. Proper patient selection and dosage and instructions are important to avoid
hypoglycemic episodes. Renal or hepatic insufficiency may increase the risk of serious hypo-
glycemic 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 and in people who are
taking beta-adrenergic blocking drugs. Hypoglycemia is more likely to occur when caloric
intake is deficient, after severe or prolonged exercise, when alcohol is ingested, or when more
than one glucose-lowering drug is used. Loss of Control of Blood Glucose: In diabetic patients
exposed to stress such as fever, trauma, infection or surgery, a loss of control may occur. It may
then be necessary to discontinue MICRONASE and administer insulin. Adequate adjustment of
dose and adherence to diet should be assessed before classifying a patient as a secondary
failure. Information for Patients: Patients should be informed of the potential risks and advan-
tages of MICRONASE and of alternative modes of therapy. They also should be informed about
the importance of adherence 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.
Laboratory Tests: Response to MICRONASE Tablets should be monitored by frequent urine glucose
tests and periodic blood glucose tests. Measurement of glycosylated hemoglobin levels may be
helpful in some patients. Drug Interactions: The hypoglycemic action of sulfonylureas may be
potentiated by certain drugs including nonsteroidal anti-inflammatory agents and other drugs that
are highly protein bound, salicylates, sulfonamides, chloramphenicol, probenecid, coumarins,
monoamine oxidase inhibitors, and beta adrenergic blocking agents. Certain drugs tend to produce
hyperglycemia and may lead to loss of control. These drugs include the thiazides and other diuretics,
corticosteroids, phenothiazines, thyroid products, estrogens, oral contraceptives, phenytoin, nico-
tinic acid, sympathomimetics, calcium channel blocking drugs, and isoniazid. A potential interaction
between oral miconazole and oral hypoglycemic agents leading to severe hypoglycemia has been
reported. Carcinogenesis, Mutagenesis, and Impairment of Fertility: Studies in rats at doses up to
300mg/kg/day for 18 months showed no carcinogenic effects. Glyburide is nonmutagenic when
studied in the Salmonella microsome test (Ames test) and in the DNA damage/alkaline elution assay.
Pregnancy: Teratogenic Effects: Pregnancy Category B. Reproduction studies in rats and rabbits
have revealed no evidence of impaired fertility or harm to the fetus due to glyburide. There are no
adequate and well controlled studies in pregnant women. This drug should be used during preg-
nancy only if clearly needed. Insulin should be used during pregnancy to maintain blood glucose as
close to normal as possible. Nonteratogenic Effects: Prolonged severe hypoglycemia (4 to 10 days)
has been reported in neonates born to mothers who were receiving a sulfonylurea drug at the time of
delivery. MICRONASE should be discontinued at least two weeks before the expected delivery date.
Nursing Mothers: Some sulfonylurea drugs are known to be excreted in human milk. Insulin
therapy should be considered. Pediatric Use: Safety and effectiveness in children have not been
established.

ADVERSE REACTIONS: Hypoglycemia: See Precautions and Overdosage sections. Gastrointestinal
Reactions: Cholestatic jaundice may occur rarely; MICRONASE Tablets should be discontinued if
this occurs. Gastrointestinal disturbances, e.g., nausea, epigastric fullness, and heartburn, are the
most common reactions, having occurred in 1.8% of treated patients during clinical trials. They tend
to be dose-related and may disappear when dosage is reduced. Liver function abnormalities, includ-
ing isolated transaminase elevations, have been reported. Dermatologic Reactions: Allergic skin
reactions, e.g., pruritis, erythema, urticaria, and morbilliform or maculopapular eruptions, occurred
in 1.5% of treated patients during clinical trials. These may be transient and may disappear despite
continued use of MICRONASE; if skin reactions persist, the drug should be discontinued. Porphyria
cutanea tarda and photosensitivity reactions have been reported with sulfonylureas. Hematologic
Reactions: Leukopenia, agranulocytosis, thrombocytopenia, hemolytic anemia, aplastic anemia,
and pancytopenia have been reported with sulfonylureas. Metabolic Reactions: Hepatic porphyria
and disulfiram-like reactions have been reported with sulfonylureas; however, hepatic porphyria has
not been reported with MICRONASE and disulfiram-like reactions have been reported very rarely.
OVERDOSAGE: Overdosage of sulfonylureas, including MICRONASE Tablets, can produce hypogly-
cemia. 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 continuous
infusion of a more dilute (10%) glucose solution at a rate which will maintain the blood glucose at a
level above 100mg/dL Patients should be closely monitored for a minimum of 24 to 48 hours, since
hypoglycemia may recur after apparent clinical recovery.

Caution: Federal law prohibits dispensing without prescription. Store at controlled room tempera-
ture 15°-30°C (59°-86°F). Dispensed in well closed containers with safety closures. Keep container
tightly closed.
For additional product information see your Upjohn representative. B-3-S
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Elderly Diabetics and Nondiabetic Controls

David E.R. Sutherland, MD, Ph.D., Minneapolis, MN
Pancreas Transplant Registry

Penny Wallace, RN, MSN, San Diego, CA
Non-insulin Dependent Diabetes Mellitus: Identification
of Subtypes Within a Heterogeneous Population

Ana C. Matiella, MA, Tucson, AZ
Diabetes Spanish Language Fotonovela Project

Lucy Mullen, RN, BS
Judy Ostrom Joynes, RN, MA
Judith McKinnon Garrard, Ph.D., Minneapolis, MN

Standardized Tool for Evaluating Diabetes Educators' Pro-
grams on an Ongoing Basis

£. Darbee Walker, RN, MSN, Philadelphia, PA
A Comparison of Outcomes of Randomly Assigned Treat-
ment Programs for Pre-School Children with IDDM and
Their Families

Continuation of the foundation's work is insured by an annual donation derived from a percentage of sales of
diabetes products marketed by Hoechst-Roussel Pharmaceuticals Inc.
For a grant application, write to Herbert Rosenkilde, M.D., Executive Director, Diabetes Research and Education
Foundation, Inc., P.O. Box 6168, Bridgewater, NJ 08807-9998.
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Clinical Diabetes Editor
The American Diabetes Association invites applications for the editorship of the journal
Clinical Diabetes.

The appointment is for three years, with a possible two-year extension. Editorship
requires the availability of two Associate Editors located in the same city, preferably
the same institution.

Interested parties should submit a letter of intent by March 31, 1987. Curriculum vitae
of the applicants for Editor and Associate Editors should be included. Further instruc-
tions will follow on receipt of the letter of intent.

Please address correspondence to: Jaime A. Davidson, MD
7777 Forest Lane, 109-A
Dallas, TX 75230

A American

Association Announcement

The American Diabetes Association is pleased to announce that R. Paul Robertson, MD, will
become Editor of DIABETES in January 1987. The Associate Editors will be Fritz H. Bach, MD,
Robert P. Elde, PhD, Frank Q. Nuttall, MD, PhD, and Robert L. Sorenson, PhD.

As of December 15, 1986, manuscripts submitted to DIABETES should be sent to:

First Class Mail Express Mail (requiring street address)
R. Paul Robertson, MD R. Paul Robertson, MD
Editor, DIABETES Editor, DIABETES
University of Minnesota Phillips-Wangensteen Bldg., Rm. 6-124
P.O. Box 731 516 Delaware St. SE
Minneapolis, MN 5.5440-0731 Minneapolis, MN 55455



Essential Research Tools
There When YOU Need Them\

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.

PIUS, 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).

Yfc.!j! 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*
• 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 115. bank. H7MDJS



UNMISTAKABLY

Accu*
^ a o o d Glucose Mo

ACCURACY FLEXIBILITY

mg/dL
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FOR COMPLETE INFORMATION, CALL 1-800-858-8072 OR WRITE:

BOEHRINGER
MANNHEIM
DIAGNOSTICS

9115 Hague Road
PO Box 50100
Indianapolis. IN 46250



NIH MEDICAL STAFF FELLOWSHIP
IN DIABETES EPIDEMIOLOGY

The Diabetes and Arthritis Epidemiology Section of the
National Institute of Diabetes and Digestive and Kidney
Diseases, National Institutes of Health, Public Health
Service, which conducts research on diabetes, obesity,
vascular complications of diabetes, cholelithiasis, and
arthritis in the Pima Indians, has an immediate opening
for a physician. Candidates should be eligible for medical
licensure and desire further training and experience in
conducting epidemiologic studies or clinical trials. Ap-
plicants must be U.S. citizens. For further information
please telephone or send a resume to:

William C. Knowler, M.D., Dr. P.H.
Chief, Diabetes and Arthritis

Epidemiology Section
National Institute of Diabetes and
Digestive and Kidney Diseases

1550 E. Indian School Road
Phoenix, Arizona 85014

Telephone: (602) 263-1600

An Equal Opportunity Employer

FIGHT
HEART DISEASE

KIDNEY DISEASE

IN ONE STROKE.

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.
See the White Pages for the American Diabetes Association office

nearest you or call 1-800-A DA - DIS C

HGHT SOME OF 1 W WORST DISEASES OF OUR TIME. A

Support the American Diabetes Association. M^.,

Why is MEDLOG
the Key to Medical Data Management?
MEDLOG* puts
you in control

Specifically designed
for time-oriented medi-
cal research, MEDLOG
offers microcomputer
ease and economy with-
out sacrificing power.

Enter, analyze and
retrieve data

Gain control. Work at your
own speed, on your own
schedule, by your own design

MEDLOG runs on the IBM* PC, XT, or AT.

Unlock your data
with MEDLOG
• Efficient analysis of events
and changes within and
across time intervals.
• Completely menu-driven.
• 100X faster then Dbase III
for data retrieval.
• Basic and advanced

statistics.
• Professional support
by people who know

medicine and computers.

Information
Analysis

Corporation

Contact us today for information.
201 San Antonio Circle, Suite 125
Mountain View, CA 94040
(415)948-1640



NEW... from Squibb-Novo

The First Premixed
Human Insulin

Novolirf 70/30
70% NPH Human Insulin Isophane

k Suspension & 30% Regular Human
Insulin Injection (semi-synthetic)
A stable mixture that combines

rapid onset with sustained
^ duration in one vial

The benefits of a
mixed insulin
regimen without
the inconvenience

Advantages for
your patient
D Ease Of USe—for the
patient currently mixing a 70/30 ratio
of NPH & Regular (the most frequently
prescribed ratio1)

D Convenience—totally
eliminating the steps of mixing insulin

• Accuracy—eliminates risk
of patient mixing error

O E c o n o m y —at no extra cost
to patient

1. Physicians surveyed, American Diabetes Association
Annual Meeting, 1986, Anaheim, Calif.

© Squibb-Novo, Inc.

Novohn* is
a trademark of
Novo Industn A/S

SQUIBB*

The diabetes care specialists NOVO
Sept 1986



Why peripheral vasodilators
to improve

microcirculatory blood flow

In chronic occlusive arterial disease, reduced blood
flow downstream of a stenosis results in additional
changes that further decrease efficient flow in the
microcirculation.

Red blood cells become less flexible, impairing
their normal capacity to pass through capillaries
often less than half of the cells' diameter.1 In addition,
blood viscosity is increased.2

As flow through the microcirculation becomes

more sluggish, acids and metabolites accumulate.
Reduced tissue oxygenation results in painful claudi-
cation that limits the distance patients can walk.

Peripheral vasodilators cannot affect flow through
arteries already maximally dilated, or through those
with fixed stenoses. In addition, these agents do not
increase the flexibility of red cells or decrease blood
viscosity. Microcirculatory blood flow and tissue oxygen-
ation do not improve.

©1985 by Hoechst-Roussel Pharmaceuticals Incorporated



...and how only
Trental succeeds.
(pentoxifylline)

Improves red blood cell flexibility
Trental* is not a vasodilator, not an anticoagulant,

and not related to aspirin or dipyridamole. Trental®
increases the flexibility of red cells, thereby improving
their capacity to pass through capillaries. Blood viscosity
is also reduced, decreasing resistance and improving
perfusion of the ischemic microcirculation. As a result,
tissue oxygenation is increased.

Trental* has been shown to significantly increase
oxygenation in the calf muscles of patients with inter-
mittent ciaudication.3

(pentoxifylline)

Well tolerated
Side effects with Trental® are usually mild, transient,

and generally confined to reversible CNS or Gl effects.
Trental* is compatible for concurrent use with

antihypertensive, beta-blocker, digitalis, diuretic, anti-
diabetic, and antiarrhythmic regimens. (See full pre-
scribing information.)

While the clinical benefits of Trental® may be seen
within two to four weeks, it is recommended that treat-
ment be continued for at least eight weeks. To maintain
clinical benefit, continued therapy is necessary.

The usual dose of Trental* is one 400-mg tablet
taken three times a day with meals.

• ®

400 mg
Tablets

The first proven-effective agent for intermittent ciaudication

Trental® can improve function and symptoms but is not intended to replace more definitive therapy such as surgery.
See following page for references and brief summary of prescribing information.
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pressure in patients with intermittent claudication. IRCS Med Sci 70:401-402,
1982.

Trental® (pentoxifylline) Tablets, 400 mg
A brief summary of the Prescribing Information follows.

INDICATIONS AND USAGE:
Trental® (pentoxifylline) is indicated for the treatment of patients with intermit-
tent claudication on the basis of chronic occlusive arterial disease of the limbs.
Trental® (pentoxifylline) can improve function and symptoms but is not intended
to replace more definitive therapy, such as surgical bypass, or removal of arterial
obstructions when treating peripheral vascular disease.

CONTRAINDICATIONS:
Trental® (pentoxifylline) should not be used in patients who have previously
exhibited intolerance to this product or methylxanthines such as caffeine, theo-
phylline, and theobromine.

PRECAUTIONS:
General: Patients with chronic occlusive arterial disease of the limbs frequently
show other manifestations of arteriosclerotic disease. Trental® (pentoxifylline) has
been used safely for treatment of peripheral arterial disease in patients with
concurrent coronary artery and cerebrovascular diseases, but there have been
occasional reports of angina, hypotension, and arrhythmia. Controlled trials do
not show that Trental® (pentoxifylline) causes such adverse effects more often
than placebo, but, as it is a methylxanthine derivative, it is possible some
individuals will experience such responses.

Drug Interactions: Although a causal relationship has not been established,
there have been reports of bleeding and/or prolonged prothrombin time in
patients treated with Trental® (pentoxifylline) with and without anticoagulants or
platelet aggregation inhibitors. Patients on warfarin should have more frequent
monitoring of prothrombin times, while patients with other risk factors compli-
cated by hemorrhage (e.g., recent surgery, peptic ulceration) should have peri-
odic examinations for bleeding including hematocrit and/or hemoglobin. Trental®
(pentoxifylline) has been used concurrently with antihypertensive drugs, beta
blockers, digitalis, diuretics, antidiabetic agents, and antiarrhythmics, without
observed problems. Small decreases in blood pressure have been observed in
some patients treated with Trental® (pentoxifylline); periodic systemic blood
pressure monitoring is recommended for patients receiving concomitant antihy-
pertensive therapy. If indicated, dosage of the antihypertensive agents should
be reduced.
Carcinogenesis, Mutagenesis and Impairment of Fertility: Long-term stud-
ies of the carcinogenic potential of pentoxifylline were conducted in mice and
rats by dietary administration of the drug at doses up to approximately 24 times
(570 mg/kg) the maximum recommended human daily dose (MRHD) of 24 mg/kg
for 18 months in mice and 18 months in rats with an additional 6 months
without drug exposure in the latter. No carcinogenic potential for pentoxifylline
was noted in the mouse study. In the rat study, there was a statistically significant
increase in benign mammary fibroadenomas in females in the high dose group
(24 X MRHD). The relevance of this finding to human use is uncertain since this
was only a marginal statistically significant increase for a tumor that is common
in aged rats. Pentoxifylline was devoid of mutagenic activity in various strains of
Salmonella (Ames test) when tested in the presence and absence of metabolic
activation.
Pregnancy: Category C. Teratogenic studies have been performed in rats and
rabbits at oral doses up to about 25 and 10 times the maximum recommended
human daily dose (MRHD) of 24 mg/kg, respectively. No evidence of fetal malfor-
mation was observed. Increased resorption was seen in rats at 25 times MRHD.
There are, however, no adequate and well controlled studies in pregnant women.
Because animal reproduction studies are not always predictive of human
response, Trental® (pentoxifylline) should be used during pregnancy only if
clearly needed.

Nursing Mothers: Pentoxifylline and its metabolites are excreted in human
milk. Because of the potential for tumorigenicity shown for pentoxifylline in rats,
a decision should be made whether to discontinue nursing or discontinue the
drug, taking into account the importance of the drug to the mother.

Pediatric Use: Safety and effectiveness in children below the age of 18 years
have not been established.
ADVERSE REACTIONS:
Clinical trials were conducted using either controlled-release Trental® (pentoxifyl-
line) tablets for up to 60 weeks or immediate-release Trental® (pentoxifylline)
capsules for up to 24 weeks. Dosage ranges in the tablet studies were 400 mg
bid to tid and in the capsule studies, 200-400 mg tid.

The table summarizes the incidence (in percent) of adverse reactions consid-

ered drug related, as well as the numbers of patients who received controlled-
release Trental® (pentoxifylline) tablets, immediate-release Trental® (pentoxifyl-
line) capsules, or the corresponding placebos. The incidence of adverse reactions
was higher in the capsule studies (where dose related increases were seen in
digestive and nervous system side effects) than in the tablet studies. Studies with
the capsule include domestic experience, whereas studies with the controlled-
release tablets were conducted outside the U.S. The table indicates that in the
tablet studies few patients discontinued because of adverse effects.

INCIDENCE (%) OF SIDE EFFECTS

^Numbers of Patients at Risk)
Discontinued for Side Effect
CARDIOVASCULAR SYSTEM

Angina/Chest Pain
Arrhythmia/Palpitation
Flushing

DIGESTIVE SYSTEM
Abdominal Discomfort
Belching/Flatus/Bloating
Diarrhea
Dyspepsia
Nausea
Vomiting

NERVOUS SYSTEM
Agitation/Nervousness
Dizziness
Drowsiness
Headache
Insomnia
Tremor
Blurred Vision

Controlled-Release
Tablets

Trental®
(321)
3.1

0.3
—
—

—
0.6
—
2.8
2.2
1.2

—
1.9

1.2

0.3
—

Placebo
(128)

0

—
—

—
—
—
4.7
0.8
—

—
3.1

1.6

0.8
—

Immediate-Release
Capsules

Trental®
(177)
9.6

1.1
1.7
2.3

4.0
9.0
3.4
9.6

28.8
4.5

1.7
11.9

1.1
6.2
2.3
—
2.3

Placebo
(138)
7.2

2.2
0.7
0.7

1.4
3.6
2.9
2.9
8.7
0.7

0.7
4.3
5.8
5.8
2.2
—
1.4

Trental® (pentoxifylline) has been marketed in Europe and elsewhere since 1972.
In addition to the above symptoms, the following have been reported sponta-
neously since marketing, or occurred in other clinical trials with an incidence of
less than 1 % ; the causal relationship was uncertain: Cardiovascular—dyspnea,
edema, hypotension; Digestive—anorexia, cholecystitis, constipation, dry
mouth/thirst; Nervous—anxiety, confusion; Respiratory—epistaxis, flu-like
symptoms, laryngitis, nasal congestion; Skin and Appendages—brittle finger-
nails, pruritus, rash, urticaria; Special Senses—blurred vision, conjunctivitis, ear-
ache, scotoma; and Miscellaneous—bad taste, excessive salivation, leukopenia,
malaise, sore throat/swollen neck glands, weight change.

A few rare events have been reported spontaneously worldwide since mar-
keting in 1972. Although they occurred under circumstances in which a causal
relationship with pentoxifylline could not be established, they are listed to serve
as information for physicians: Cardiovascular—angina, arrhythmia, tachycardia;
Digestive—hepatitis, jaundice; and Hemicand Lymphatic—decreased serum
fibrinogen, pancytopenia, purpura, thrombocytopenia.

OVERDOSAGE:
Overdosage with Trental® (pentoxifylline) has been reported in children and
adults. Symptoms appear to be dose related. A report from a poison control
center on 44 patients taking overdoses of enteric-coated pentoxifylline tablets
noted that symptoms usually occurred 4-5 hours after ingestion and lasted about
12 hours. The highest amount ingested was 80 mg/kg; flushing, hypotension,
convulsions, somnolence, loss of consciousness, fever, and agitation occurred.
All patients recovered.

In addition to symptomatic treatment and gastric lavage, special attention
must be given to supporting respiration, maintaining systemic blood pressure,
and controlling convulsions. Activated charcoal has been used to adsorb pentoxi-
fylline in patients who have overdosed.

DOSAGE AND ADMINISTRATION:
The usual dosage of Trentaj® (pentoxifylline) in controlled-release tablet form is
one tablet (400 mg) three times a day with meals.

While the effect of Trental® (pentoxifylline) may be seen within 2 to 4 weeks,
it is recommended that treatment be continued for at least 8 weeks. Efficacy has
been demonstrated in double-blind clinical studies of 6 months duration.

Digestive and central nervous system side effects are dose related. If patients
develop these side effects it is recommended that the dosage be lowered to one
tablet twice a day (800 mg/day). If side effects persist at this lower dosage, the
administration of Trental® (pentoxifylline) should be discontinued.

Hoechst-Roussel Pharmaceuticals Inc. H O G C n S l
Somerville, New Jersey 08876

Trental
(pentoxifylline)

1 •'TABLETS, 400 mg

The first proven-effective agent
for intermittent claudication Q7383-685



Filling your plate has
never been easier.

Discover these delicious new ways to enjoy every meal!
Imagine . . . taste-tempting meals that are also good for you!

From everyday meal planning to special events, ADA makes your task
easier with these new publications . . .

Easy-to-follow nutritional guidelines you
can use every day.
This new, updated version of
our best-selling meal planner,
Exchange Lists for Meal Plan-
ning brings you the latest sci-
entific findings on good nutri-
tion and healthful eating.
Colorful charts, helpful tips on

good nutrition, and easy-to-use substitution guidelines
show you how to balance your diet and gain control over
diabetes.

Reprints of popular articles from Diabetes Forecast
A package of ten best sell-
ers including "Think Thin,"
"Whiskey or Water?" and
"Hamburgers to Haute
Cuisine," are now available
offering you timely impor-
tant tips to meal planning.

Enticing new recipes for you and your family.
The American Dietetic Association Family Cookbooks
(Volumes I and II)
Designed to meet the special needs of people with diabetes
and their families, these comprehensive companion vol-
umes combine to give you more than 450 imaginative,

kitchen-tested recipes available from no other source. Plus
you'll find innovative nutrients-per-serving guidelines, im-
portant tips on eating out .. . brown-bagging ... exercise,
and more! (Individual volumes may be purchased sepa-
rately.)

The American Diabetes Association Holiday Cookbook
Now you can enjoy the holidays more than ever before with
these festive recipes tailored for individuals and families
living with diabetes. From traditional Thanksgiving, Christ-
mas and Hanukkah feasts .. . to refreshing beverages and
savory dinners for any occasion, you'll receive more than
175 tempting new recipes for appetizers, salads, soups ...
even bread and cookies! And you'll regularly refer to the
newly revised exchange equivalents, and chapters on ad-
justing your favorite family recipes to reduce sugar, fats,
and sodium.

A American
Diabetes

. Association

Start eating better today! NO. of copies Title Total

• Yes, please send me copies of
the following publications as
checked (make checks pay-
able to the American Diabetes
Association):

_ Exchange Lists for Meal Planning, $1.75
each

_ Packages of Ten Reprints from Diabetes
Forecast, $3.60 each

_ The American Diabetes Association/The
American Dietetic Association Family
Cookbook, Vol. I. (a $17.45

_ The American Diabetes Association/The
American Dietetic Association Family
Cookbook, Vol. II. (a $18.45

_ The American Diabetes Association
Holiday Cookbook, fa $16.45

Total Amount Enclosed
(All prices include postage and handling)

Address

City

State

Zip

Send your order to:

The American Diabetes Association
1660 Duke Street
Alexandria, VA 22314
(800) ADA-DISC
Please allow 6-8 weeks for delivery.
Offer expires June 30, 1987.

H71601



Human insulin for all, Humulin
human insulin
[recombinant DNA origin]

Identical to human insulin. Humulin is the only insulin not
derived from animal pancreases.

Recombinant DNA technology makes the production of
Humulin possible and virtually assures every insulin user of a
lifetime supply.

From Lilly . . . a dependable source of insulin for
generations. Since 1922, when we became the first company
to manufacture insulin, we have led the search for the best
diabetes care products and, at the same time, maintained a
constant supply of insulin for all insulin users.

Our 24 formulations of insulin—including Humulin and all
forms of lletin® (insulin)—are available through the widest retail
distribution of insulin in the United States.

Beyond that, we will continue to provide a wide range of
diabetes service and educational materials for use by physi-
cians, pharmacists, and diabetes educators.

© 1986. ELI LILLY AND COMPANY

Our Medical Division is on call. Our Medical Division staff
is only a phone call away. Please contact them if you have any
questions about our diabetes care products.

Any change of insulin should be made cautiously and
only under medical supervision. Changes in refinement,
purity, strength, brand (manufacturer), type (regular, NPH,
Lente®, etc), and/or method of manufacture (recombinant DNA
versus animal-source insulin) may result in the need for a change
in dosage.

Lilly Leadership
IN 1) I A B E

For information on insulin delivery systems, contact CPI: 1-(800)-227-3422.

Eli Lilly and Company
Indianapolis, Indiana 46285




