
Help Your Diabetic
Patients Get A
Healthv Return

© 1989 BMC. All Rights Reserved,
i. Data on file at Boehringer Mannheim

Diagnostics.

THE LINE OF CONFIDENCE" IN DIABETES CONTROL

BOEHRINGER MSI
MANNHEIM UBS
DIAGNOSTICS 1 ^ 9 1



Essential
diabetes

work.

Essential diabetes reading.
DIABETES SPECTRUM:

Research to Practice
Written for professionals who work day-to-day on the front line of diabetes treat-

ment, DIABETES SPECTRUM translates the latest research into practical applica-
tions for their practice. Upcoming issues of DIABETES SPECTRUM will feature in
a 30+ page Research to Practice Section that can be detached and saved for
future reference. Topics in this section for 1988 will focus on: Obesity and Weight
Control—Hypoglycemia—Control and Complications—the Diabetic Foot—Exercise.

Each issue will also contain a question and answer column, legal and legislative
updates, book reviews, Letters to the Editors, and ADA Position Statements. Plus,
you'll enjoy Spectrum Notes, highlighting individuals developing new techniques,
awards, and other happenings in the diabetes field. Be the first to subscribe to this
exciting new ADA publication!

DIABETES CARE—Research With Ciinical
Application

Now published 10 times a year (plus supplements), DIABETES CARE is the
world's most widely read journal that keeps up with today's rapid changes in
diabetes clinical research and treatment. DIABETES CARE offers practitioners,
dietitians, educators, and researchers the latest clinical findings that relate to
diagnosis, diet, exercise, monitoring, drug therapy, and complications and their
management.

DIABETES CARE offers valuable insights on such critical areas of concern as
the reduction in cardiovascular risk factors with intensive diabetes treatment in
NIDDM, effect of temperament on metabolic control in children with diabetes
mellitus, alcohol abuse and diabetic ketoacidosis, relationship of body fat distribu-
tion patterns to atherogenic risk factors in NIDDM, and much more.

SUBSCRIPTION ORDER FORM

Please start my subscription for:
DIABETES CARE

US/Canada
10 issues-$55

DIABETES SPECTRUM
US/Canada

6 issues-$30
Please send payment with your order to:
American Diabetes Association
Subscription Services Dept.
P.O. Box 2055
Harlan, IA 51593-0293, USA.

International

10 issues-$82 6 issues-$40

A American
Diabetes
Association® Inc.

Name _.

Address

City

Zip/Province/City/Country (International only)

State. Zip.

JYSP112



The Conference will focus on the risk factors of macrovascular disease (hypertension, lipids,
obesity, hyperglycemia) as they relate to diabetes. Following two days of presentations by invited
speakers and discussions by the audience, the consensus panel will evaluate the scientific evidence
and develop a document that will be useful to health professionals and the public. The statement will
address the following areas:

1. Commonly identified risk factors for macrovascular disease
in people with diabetes.

2. The value of modifying these risk factors in people
with diabetes.

3. Other risk factors of importance to people with diabetes.

4. The treatment of choice for each risk factor.

5. Recommendations to prevent or retard the development of
macrovascular disease in people with diabetes.

6. Additional research needed in this area.

Target Audience: Health-care practitioners and research investigators

For registration and housing information, contact the Meetings Department, American
Diabetes Association, 1660 Duke Street, Alexandria, Virginia 22314. Telephone: 1-703-
549-1500.



The Accu-Chek II Freedom System allows patients
with both diabetes and significant visual impairment
to test independently, accurately and reliably.



A Breakthrough in Blood Glucose Monitoring

People visually impaired by diabetes
will want to use this new monitor
for a very good reason:

They helped design it.
When we initiated plans for an audio blood

glucose monitor, we knew that the most important
suggestions would come from those who would
use it: patients with diabetes and significant visual
impairment. They described an ideal combination of
features that would allow your patients to test inde-
pendently, reliably and accurately.

The First and Only Integrated System
• TheAccu-Drop™ sample collection device

with a new electronic-beam sensor to indi-
cate when an adequate blood drop is on the
test strip

• A clear, life-like voice that speaks in plain
English and guides the user through the
entire procedure

• A multi-level design with physical cues that
allow patients to proceed step-by-step, with-
out assistance

• The accurate, reliable performance of the
Accu-Chek® II Blood Glucose Monitor and
CHEMSTRIP bG® Test Strips

• Plus other convenience features, including
a 20-value memory, an audio-repeat button,
an earphone option for privacy and two
drawers for insulin and supplies

• Meets virtually all of the recommended cri-
teria of the American Foundation for the
Blind for blood glucose meters*

The Accu-Chek II Freedom monitor puts all these
user-friendly features into a single, integrated pack-
age. By testing for themselves, your patients will
gain a greater sense of control, both over diabetes
and their lives. And you'll feel confident, knowing
that the results are accurate and reliable.

*American Foundation for the Blind, Inc., National Task Force on Diabetes and
Visual Impairment: Recommendations for desirable features of glucose monitor-
ing systems for visually impaired consumers.

For more information, please call toll-free
1-800-858-8072 and ask for Phil Roberts.

Accu-Chek* II Freedom
Audio Self Blood Glucose Monitoring
System for the Visually Impaired

THE LINE OF CONFIDENCE™ IN DIABETES CONTROL
Division of Boehringer Mannheim Corporation
9115 Hague Road
PO Box 50100
Indianapolis, IN 46250
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CLASSIFIED
ADVERTISING

Diabetes Classified Ad rates are:

$370
(for non-ADA members, $495)

Vs Page $180
(for non-ADA members, $250)

All advertising must be prepaid
with order.

All advertisements will be
typeset uniformly.

The closing date for space in
Diabetes is: the first of the month
preceding month of publication;
(December 1st for the January

issue).

Circulation: 9,000 Paid

For information on classified
advertising in Diabetes Care and

Diabetes Spectrum; and Copy and
Contract Policies, contact:

Peggy B. Donovan
American Diabetes Association

1660 Duke Street
Alexandria, VA 22314

(800) 232-3472 ext. 312 or in Virginia
and the Washington, DC area dial

(703) 549-1500.

NATIONAL INSTITUTES OF HEALTH
NATIONAL INSTITUTE OF DIABETES, &

DIGESTIVE & KIDNEY DISEASES
PHOENIX EPIDEMIOLOGY & CLINICAL

RESEARCH BRANCH
PHOENIX, ARIZONA

MEDICAL STAFF FELLOW

The Phoenix Epidemiology & Clinical
Research Branch (PECRB), conducts
epidemiologic and clinical studies of
diabetes, obesity, cholelithiasis and their
complications in Pima Indians and other
high risk populations. Positions are
available in both the clinical and
epidemiological sections of this branch.

Qualifications: Candidates must be
graduates of accredited medical(or
Osteopathic) schools and have satis-
factorily completed an internship approved
by the Council on Medical Education (or
the American Osteopathic Association).

Generally, candidates must have
completed 2 or 3 years of graduate
medical training before entering on duty.

Foreign medical school graduates must
have permanent certification by the
Education Council for Foreign Medical
Graduates or have passed the full exam-
ination of the National Board of Medical
Examiners.

Resumes should be submitted to:

Chief, PECRB, NIDDK, NIH c
1550 E. Indian School Road §
Phoenix, Az. 85014

For clinical studies information contact
Dr. C. Bogardus (602) 263-1558.

For Epidemiological or Clinical trials
contact Dr. W. Knowler (602) 263-1610.

NIH IS AN EQUAL OPPORTUNITY EMPLOYER
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References: 1. Goebel R, Lett G: Effects of glyburide and glipizide on levels of immunoreactive insulin and blood
sugar, in Glipiiide-. A Worldwide Review. Princeton, NJ, Excerpta Medica, 1984, pp 9-15.2. Melander A, WJhlin-Boll E:
Clinical pharmacology of glipizide. AmJMed 1983:75:8-14. 3. Medical Marketing Conference: Antidiabetic Therapy
Study V, Tabular Summary. West Orange, NJ, Market Measures Inc, November 1987-January 1988.
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 hypersensitivify 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 administration of 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 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 provide an adequate basis for this warning. The patient should be informed of the potential risks and
advantage: of GLUCOTROL and of alternative modes of therapy.

Although only one drug in the sultonylurea 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 prolonged in such patients should it occur
Hypoglycemia: All sulfonylureas are capable of producing severe hypoglycemia. Proper patient selection, dosage,
and instructions are important to avoid hypoglycemia. Renal or hepatic insufficiency may increase the risk of
hypoglycemic reactions. Elderly, debilitated or malnourished patients and those with adrenal or pituitary insuffi-
ciency 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 ingested, 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
nonsteroidal anti-inflammatory agents and other drugs that are highly protein bound, salicylates, sullonamides,
chloramphenicol, probenecid, coumarins, monoamine oxidase inhibitors, and beta-adrenergic blocking agents. In
vitro studies 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, sym-
pathomimetics, calcium channel blocking drugs, and isoniazid. A potential interaction between oral miconazole and
oral hypoglycemic agents leading to severe hypoglycemia has been reported. Whether this interaction also occurs
with the intravenous, topical, or vaginal preparations of miconazole is not known.
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 believed 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 sultonylurea drug at the time of delivery. This has been reported more frequently with the use of agents
with prolonged half-lives. GLUCOTROL should be discontinued at least one month before the expected delivery date.
Nursing Mothers: Since some sultonylurea drugs are known to be excreted in human milk, insulin 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 following 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.
Oermatologic: Allergic skin reactions including erythema, morbilliform or maculopapular eruptions, 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 pan-
cytopenia have been reported with sulfonylureas.
Metabolic: Hepatic porphyria and disulfiram-like alcohol reactions have been reported with sulfonylureas. Clinical
experience to date has shown that GLUCOTROL has an extremely low incidence of disulfiram-like reactions.
Endocrine Reactions: Cases of hyponatremia and the syndrome of inappropriate antidiuretic hormone (SIADH)
secretion have been reported with this and other sulfonylureas.
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 discontinuance of therapy.
OVERDOSAGE: Overdosage of sulfonylureas including GLUCOTROL can produce hypoglycemia. If hypoglycemic coma
is diagnosed or suspected, the patient should be given a rapid intravenous injection of concentrated (50%) glucose
solution. This should be followed by a continuous 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 GLUCOTROL from plasma would
be prolonged in persons with liver disease. Because of the extensive protein binding of GLUCOTROL. 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 Oose: 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 others 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



The
International

Diabetes Federation
SERVING DIABETES PROFESSIONALS AROUND THE WORLD.

Diabetes is a worldwide disease. It has no
nationality.

For the past 30 years, the International
Diabetes Federation has been helping all
those involved in diabetes research, treat-
ment and education by providing the most
appropriate and relevant information about
the latest world wide developments in
diabetes care.

If your professional work demands that
you stay on top of these developments, you
should become an IDF member.

Your membership will bring you three
issues of the IDFs newly expanded official
publication, the IDF Bulletin. In each issue,
you will receive previews of important
work-in-progress around the world, plus
behind-the-scenes views of diabetes treat-

ment in different socioeconomic environ-
ments and cultures.

Nowhere else can researchers, practi-
tioners, and educators from different
continents speak directly to each other and
examine such important areas as:

• Diabetes in Youth
• Diabetes in Maternal and Child

Health
• Diabetes in Developing Countries
• Complications of Diabetes
• Professional and Patient Education
• Basic and Applied Research

The International Diabetes Federation is
committed to forging a link among diabetes
experts worldwide in the fight to conquer
diabetes.

LEADERS IN THE FIELD REPORT THE LATEST ADVANCES IN. .

The IDF Bulletin
August 1987
SPECIAL
SYMPOSIUM ISSUE
ON ORAL
HYPOGLYCEMIC
AGENTS

October 1987
A GLOBAL VIEW
OF DIABETES
COMPLICATIONS
H. Keen, M.D.
H. Rijkin, M.D.

Special topics for
1987 included:

December 1987
DIABETES IN
GENERAL PRACTICE
F. Puchulu, M.D.
A. Samad Shera, M.D.

Special topics scheduled for the 1988
IDF BULLETIN will include: TREATMENT OF DIABETES IN DEVELOPING
COUNTRIES, AND THE SPECIAL 13th IDF CONGRESS ISSUE.

IDF ORDER FORM

You can receive the three 1988
issues of the IDF Bulletin by becom-

ing a member of the International Diabetes
Federation. You'll also receive reduced fees to IDF

events and preferred subscription rates to other diabetes jour-
nals. To become a member, simply check the box below.

Q Please enroll me as a member of the International Diabetes
Federation. 1-year membership: $20.00.

Name
Address
City

State !
Zip

Please send your $20.00 check, made payable to the
International Diabetes Federation, to:
The International Diabetes Federation
c/o American Diabetes Association
1660 Duke Street
Alexandria, VA 22314



A N N O U N C I N

American Diabetes Association, Inc.

49th Annual Meeting
and Scientific Sessions

The

International

Forum

for

Reporting

Diabetes

Research

June 1-6, 1989
Cobo Conference/Exhibition Center
Detroit, Michigan

Over 400 outstanding international diabetes physicians, re-

searchers, and health educators will present recent clinical and

research findings at the Scientific Sessions of the American

Diabetes Association's 49th Annual Meeting. Topics will be

presented in a variety of formats—lectures, symposia, and

poster sessions. Although the formal program has not yet been

prepared, some of the topics that will be presented include:

Genetics, Etiology
Immunology

Insulin Synthesis, Secretion

Hormone Receptors

Hormone Action

Other Hormones
Metabolism

Lipids, Lipoproteins

Insulin Action

Signal Transduction

Clinical Diabetes
Complications

Epidemiology

Forms of Therapy

Health-Care Delivery
Health Education

Psychosocial

Behavioral Medicine

Nutrition

Exercise

A American
Diabetes
Association®, Inc.



American Diabetes Association, Inc.

49th Annual Meeting
and Scientific Sessions

REGISTER TODAY!

ATTENTION Nonmembeis

G E N E R A L I N F O R M A T I O N

REGISTRATION
Registration forms must be accompanied by payment to be processed. The registration
fee for the program includes an abstract program and admission to all scientific sessions,
including lectures, technical exhibits, council meetings, poster presentations, and a com-
plimentary social event.

Preregistration* Registration
(before 4/30/89) (paid at door)

Member
Full Professional (MD) $ 95 $135
Clinical or Research $ 95 $135

Nonmember

Student/Fellow
Resident/Intern (House Staff)

$195

$ 30

$230

$ 45

Spouse registration will admit spouses to commercial exhibits and social functions only.
We will accept American Express, MasterCard, and Visa.

Join ADA now and register at the Professional Section Member rate. This represents a signifi-
cant savings, plus you'll receive Member benefits such as ADA journals, Special-Interest
Council memberships, discounts to other ADA meetings, and eligibility for ADA research
grants. To join, enclose the membership application (found in this issue) and your member-
ship dues payment when you preregister.

* Preregistration at the discounted rates must be received by the Association
before April 30. Registrations received before April 30 will be acknowledged.
Please contact the American Diabetes Association's National Service Center
if you do not receive a confirmation.

CONTINUING MEDICAL EDUCATION CREDITS
In addition to updating your knowledge with current information on diabetes care and
management, you will also earn continuing medical education credit if you are a physi-
cian, nurse, or dietitian.

BANQUET
The Annual Awards Banquet will be conducted on Saturday, June 3. A cocktail reception
will be held before the dinner and dancing. Tickets are $40.00. We invite you to attend
and celebrate with your colleagues who are being honored for their work in research and
care.

COUNCILS OF THE PROFESSIONAL SECTIONS
All council programs are scheduled for Saturday, June 3, at 8:30 a.m. Full council pro-
grams will be forwarded in April. The councils include:

Council on Diabetes in Pregnancy
Council on Education
Council on Diabetes in Youth
Council on Epidemiology and Statistics
Council on Nutrition Sciences and Metabolism
Council on Complications
Council on Health-Care Delivery and Public Health
Council on Exercise
Council on Foot Care



Freregistration Form for the
49th Annual Meeting and Scientific Sessions
Cobo Conference/Exhibition Center
June 3-6, 1989

A
1. Please register only one person per form. This form can be copied for additional registrants.

DMD • PhD • RN DRD

American
Diabetes
Association., Inc.

D Other

First Name, M.I., Last Name

I I I I I I I I I I I I I I I I
Professional Affiliation

I I I I I I I I I I I I I 1 I I I I
Business Address

I I I I I I I I I
City

Country (if other than U.S.A.)

2. 1 I I I I I I I I I I
Spouse's Name (if accompanying)

State

I I

I I
Zip Code

i T i i i
Area Code and Telephone Number

3. Professional (MD)
• Member (01) $ 95
• Nonmember (02) $195

Clinical/Research
Professional
• Member (03) $ 95
• Nonmember (04) $195

Student/Fellow
D Member (05) $30
• Nonmember (06) $30

Resident/Intern
(House Staff)
• Member (07) $30
• Nonmember (08) $30

Verification of status must be included with registration to
have it processed.

4. Specialty Area (check one):
D a. Diabetes/

Endocrinology
D b. Family Practice
D c. Geriatrics
• d. Internal Medicine
• Nurse

e. Educator
f. Clinician

NutritionD g-

5. Type of Practice (check one):
D a. Clinic
D b. Corporate
•
•
•

Hospital
House Staff
Private Practice
Single
Group

6. Attended Previous Meetings
Yes No

• h. OB/GYN
D i. Pediatrics
• j . Pediatric

Diabetology
• k. Pharmacology
• 1. Podiatry
D m. Psychology
• n. Public Health
• o. Other

(Specify1)

• g. Public Health
• h. Research

Student
University

• i.
•
• k. Other

(Specify)

7. Previous Meetings Attended

1988 1987 1986

8. Registration Fee Submitted (see fee information)
$

9. Member Fees (include membership application and
separate payment) $

10. Banquet ($40.00 each; indicate number of each type
of ticket being purchased) #Fish #Beef

11. Total Fee Date

Sorry, ADA cannot bill you. All fees must be paid in ad-
vance and must accompany the registration form.
Vouchers or purchase orders cannot be accepted. All
funds must be drawn on U.S. banks.

Make checks payable to the
American Diabetes Association, Inc.

and mail to
49th Annual Meeting and Scientific Sessions

American Diabetes Association
1970 Chain Bridge Road

Box 0593
McLean, VA 22109-0593

12. I authorize you to charge the fee indicated on this form to
my American Express, MasterCard, or Visa credit card.

• American Express • MasterCard D Visa Card

No. Expiration Date

Signature
MX01

Cancellation Policy: The registration fee, less a cancellation fee of $25.00, will be refunded on written request received before
July 3, 1989. No refunds will be granted after that date.



Hotel Reservation Request
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Complete and
mail this form to:

Metropolitan Detroit Convention & Visitors Bureau
c/o ADA Annual Meeting
100 Renaissance Center, Suite 1950
Detroit, MI 48243-1056

Confirmation of your hotel reservation will be received direcdy from the hotel.

Hotel Preference:
It is necessary that you list the hotels in your order of prefer-
ence. Your first choice will be honored to the extent that the
accommodations are available. See other side for list of hotels
and rates.

1.

2.

3.

4.

5.

If my choices are unavailable, please give preference to

price location

ROOM APPLICATIONS WILL NOT BE PROCESSED
WITHOUT A DEPOSIT OF $75 IN U.S. CURRENCY.
The Housing Bureau will only accept checks or money
orders. Make checks payable to the ADA HOUSING
BUREAU. Deposits will be forwarded to the hotel to
which you are assigned.

Failure to notify the hotel of any change in arrival time or
room occupants may result in cancellation of your reserva-
tion and loss of deposit.

Make all changes and cancellations in writing directly with
hotel to which you are assigned. International attendees
may make changes and cancel by phone.

Do NOT send the housing request form to the Association
because it will delay the processing of your housing request.

Please type or print names of occupants
(Confirmation will only be sent to individual below)

(Please bracket names of people who will share a room.)

Type of
Accommodation
(see key below)

Am

Date

val

Time

Depa

Date

rture

Time

Note:
A supplementary list of names and dates may be attached to this form.
Names must be supplied for each room reserved.
Reservations for suites must be made on a separate application, which is
available from the American Diabetes Association.

. I plan to attend ADA Central Council
ADA Scientific Sessions

Please type or print

Confirm to:

Company Name:

Street Address:

City/State/Zip

Accommodation Key
Single (1 bed, 1 person)
Double (1 bed, 2 people)
Twin (2 beds, 2 people)
Triple (3 people)*
Quad (4 people)*

*An extra charge for each additional per-
son will vary by hotel and will be quoted
by the hotel with your confirmation.

Country (if other than U.S.) Daytime Area Code and Telephone

ADA cannot guarantee requests for hotel accommodations received after May 1, 1989.
Forms should be returned immediately.



2 R M DOWNTOWN DETROIT

nnotron

Detroit, Michigan

For information regarding suites, contact the ADA's
Meeting Department.

*United States room rates are based on a 12% (as cal-
culated 2/3/89) exchange rate. Actual exchange rates
will vary daily. Also note that the room rates do not
include tax.

Windsor, Canada

1.

2.

3.

4.

5.

Westin Hotel (Headquarters)
Renaissance Center Detroit

Omni Int'l Hotel
333 East Jefferson Ave.

Hotel Pontchartrain
Two Washington Blvd.

Days Inn Downtown
231 Michigan Ave.

Shorecrest Motor Inn
1316 East Jefferson Ave.

Single
US $ 95

US $115

US $ 85

US $ 70

US $46/58

Double
$110

$115

$ 95

$ 80

$52/64

6.

7.

8.

9.

10.

Relax Plaza Windsor
33 Riverside Dr. East

Hilton Int'l Windsor
277 Riverside Dr. West

Holiday Inn Windsor
480 Riverside Dr.

The Inn General
430 Ouellette Ave.

Royal Windsor Hotel
675 Goyeau St. at Tuscarora

Single
C $ 64

US $ 56

C
US

c
us
c

us
c

us

$
$
$
$
$
$
$
$

97
85

75
66

74
65

46
41

Double
$ 71
$ 63

$112
$ 99

$ 80
$ 71

$ 84
$ 74

$ 51
$ 45

C = Canadian currency
US = United States currency



KeteT Application for Professional Membership
Association^

(please print)

Name

Address

Phone (_ Is this your D Home or • Office address?

University or College Attended

Education: Degree

Degree

Specialty

Specialty
Date Earned

Date Earned

PROFESSIONAL SECTION MEMBERSHIP DIRECTORY INFORMATION
Please check your specialty or specialties (up to 3) for your Directory listing:
• Administration (AD) D
• Anatomy (AN) •
D Anesthesiology (AE) •
D Biology (BI) •
D Biochemistry (BC) •
D Cardiology (CA) •
• Dentistry (DO) •
• Dermatology (DE) •
• Diabetes (DM) •
D Dietetics (DN) •
• Education (ED) •

Please check one of the following

Epidemiology (EP)
Endocrinology (EN)
Family Practice (FP)
General Practice (GP)
Geriatrics (GE)
Internal Medicine (IM)
Immunology (IU)
Metabolism (ME)
Nephrology (NE)
Neurology (NR)
Nursing (NS)

locations:

• Academic (1)
• Clinic (2)

• Hospital (3)
• Office (4)

• Nutrition (NU)
• Obstetrics/Gynecology (OG)
• Ophthalmology (OP)
• Optometry (OT)
• Orthopedics (OR)
• Osteopathy (OS)
• Pathology (PT)
• Pediatric Diabetes (PD)
• Pediatric Endocrinology (PN)
• Pediatrics (PE)
• Pedorthic Management (PR)
• Pharmacology (PA)

• Public Health (5)
• Research (6)

D Pharmacy (PM)
D Physical Therapy (PX)
D Physiology (PY)
D Podiatry (PO)
• Psychiatry (PS)
D Psychology (PC)
D Public Health (PH)
• Research (RE)
• Social Work (SW)
• Surgery (SU)
• Urology (UR)
• Other

• Other (7)

FREE COUNCIL MEMBERSHIP
Please check your selection. FULL PROFESSIONAL MEMBERS receive two free Council Memberships. All other members
receive one free Council Membership. Additional Council Memberships are available for $25 each.

New! D Council on Complications (TT)
D Council on Diabetes in Pregnancy (BB)
D Council on Diabetes in Youth (EE)

New! D Council on Education (SS)
New! D Council on Foot Care (RR)

• Council on Epidemiology
and Statistics (CC)

New! • Council on Exercise (XX)
• Council on Health Care (DD)
• Council on Nutritional

Sciences and Metabolism (AA)

MEMBERSHIP CATEGORY/DUES INFORMATION Please check appropriate membership category

Full Membership* Research Focus Clinical Focus Associate

Regular

Student**

International** *

Student International * * *

• $150.00

• $ 75.00

D $250.00

• $125.00

•
•
D

D

$ 90.00

$ 45.00

$160.00

$ 80.00

•
•
D

•

$ 90.00

$ 45.00

$160.00

$ 80.00

• $50.00

• $25.00

D $90.00

D $45.00

M.D.'s must select this category.
If you've received your first professional degree, diploma, or certificate during the preceding 5 years, be sure to list your degree
information in the space provided on the membership form.

* Includes all members living outside the U.S. and Canada. All publications will be expedited within 18 days.

• I am enclosing $
D I am enclosing $
TOTAL AMOUNT ENCLOSED $

for a • New D Renewed Membership,
for additional Council(s).

The portion of the membership dues set aside for publications is as follows: DIABETES $50.00 (in-training members
$25.00); DIABETES CARE $35.00 (in-training members $17.50); DIABETES FORECAST $14.00 (in-training members $7.00);
DIABETES SPECTRUM $20.00 (in-training members $10.00).
If you need specific information not available here, call our
toll-free number 1-800-232-3472. In Alaska, Hawaii, and
Virginia please call 703-549-1500.

Please allow 5-7 weeks for the processing of your order.

Please send completed application with your dues pay-
ment to: American Diabetes Association, Professional Sec-
tion Membership, P.O. Box 2055, Harlan, I A 51593-0238.

JYPM112



American
Diabetes
Association

The ADA Professional Section
New Membership Categories
And Benefits Designed
Specifically For You,

New Membership Categories!
To better serve your professional interests, ADA now
offers you a choice of four membership categories:

FULL PROFESSIONAL MEMBERSHIP—Includes all
physicians. Also includes all other health-care profes-
sionals who wish to receive the full range of profes-
sional section benefits. (Physicians must join this
category.)

RESEARCH FOCUS—Includes Ph.D.'s, researchers,
and scientists studying diabetes.

CLINICAL FOCUS—Includes nurses, dietitians, phar-
macists, diabetes educators, and other health-care
professionals who devote at least 50% of their time
to patients with diabetes.

ASSOCIATE PROFESSIONAL—Includes same pro-
fessionals as Clinical Focus Membership who devote
less than 50% of their time to diabetic patients.

If you have received your first professional degree
within the last five years, you are eligible to become
a Member-In-Training. This qualifies you for dues at
half-price. Just be sure to list your degree informa-
tion in the space provided on the membership form.

Professional! ResearchBENEFITS
• — •

Diabetes
————.
Diabetes Care
— • ~ _

Diabetes Spectru
• —

Clinical Diabetes
~—— _
Diabetes Forecast
" —
Diabetes '89

Clinical AssociateMembership F o c u s

Professional
Section Report

Annual Membership
Directory

Grants & Awards
•

Voting Rights

Membership in
local ADA Affiliate

Discount on
Registration to

"Colleague"

Grants and Awards

Publications
NEW! • DIABETES SPECTRUM

DIABETES
DIABETES CARE
CLINICAL DIABETES
DIABETES FORECAST
DIABETES '89
PROFESSIONAL SECTION REPORT

ADA publications offer continuing education for
professionals. You're as close to the latest research
and up-to-date information on treatment and care as
you are to your mailbox (see box for publications
offered for each membership category).

FREE Council Membership
• Your opportunity to learn and serve on your

choice of nine ADA Special Interest Councils.
Select your council(s) from the list on the other
side.

Professional Membership Directory

Members of the ADA Professional Section are
eligible to receive grants to support diabetes
research. In addition, annual awards are
presented to physicians, educators, and research-
ers to honor outstanding performance.

Discounts on Educational Programs
Save on registration for ADA's Scientific Sessions
and the Postgraduate Course.

Voting Rights and Privileges

Your link to a valuable network of more than
8,000 diabetes experts.

• Your national ADA membership also entitles you
to membership at the local affiliate level where
you can vote and actively participate in shaping
the future of ADA. Through your participation in
locally sponsored professional and patient educa-
tion programs, you can help ADA improve the
well-being of all people with diabetes. Through
the products and services we provide our profes-
sional members, ADA is helping you and your
colleagues to get closer and closer to the cure.

On-Line Library Access
• Discount of $25 when you subscribe to BRS

Colleague, the computerized medical library.
Members can now access Colleague via their per-
sonal computers to review selected ADA publica-
tions plus a comprehensive library of non-ADA
journals and books.
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DIFFERENCE

CAPOTEN9 TABLETS

Captopril Tablets

INDICATIONS: Hypertension-CAPOTEN (captopril) is indicated for the treatment of hyper-
tension. Consideration should be given to the risk of neutropenia/ agranulocytosis (see WARN-
INGS). 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 the treatment of congestive heart failure in
patients who have not responded adequately to treatment with diuretics and digitalis. Al-
though the beneficial effect of captopril in heart failure does not require the presence of
digitalis, most controlled clinical trial experience with captopril has been in patients receiv-
ing digitalis, as well as diuretic treatment. Consequently, CAPOTEN should generally be added
to both of these agents except when digitalis use is poorly tolerated or otherwise not feasible.

CONTRAINDICATIONS: CAPOTEN is contraindicated in patients who are hypersensitive to
this product.

WARNINGS: Neutropenia/Agranulocytosis—Neutropenia (<1000/mm3) with myeloid hypo-
plasia 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 creat-
inine less than 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., sys-
temic lupus erythematosus, scleroderma) and impaired renal function, neutropenia oc-
curred 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 the subse-
quent 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 pancytopenia); 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 immunosuppressant 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 re-
sponse, 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 white cell 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 pa-
tient's course.

Proteinuria: Total urinary proteins >1 g per 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 mg/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 with captopril,
patients with prior renal disease or those receiving captopril at doses >150 mg per 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 possi-
bility in severely salt/volume-depleted persons such as those treated vigorously with diuret-
ics (see PRECAUTIONS [Drug Interactions]). In heart failure, where the 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, THER-
APY SHOULD BE STARTED UNDER VERY CLOSE MEDICAL SUPERVISION.

PRECAUTIONS: General: Impaired Renal Funcf/on-Hypertension-Some hypertensive pa-
tients 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 treatment. Less than 5% of patients, generally with severe preexisting
renal disease, required discontinuation due to progressively increasing creatinine. See DOS-
AGE AND ADMINISTRATION, ADVERSE REACTIONS [Altered Laboratory Findings]. Valvular
Stenosis—A theoretical concern, for risk of decreased coronary perfusion, has been noted
regarding vasodilator treatment in patients with aortic stenosis due to decreased afterload
reduction. Surgery/ Anesthesia—If hypotension occurs during surgery or anesthesia, and is
considered due to the effects of captopril, it is correctable by volume expansion.

Drug Interactions: Hypotension—Patients on Diuretic Therapy-Precipitous reduction of blood
pressure may occasionally occur within the 1 st 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 fie/ease-Captopril's effect will be augmented by antihypertensive
agents that cause renin release.

Agents Affecting Sympathetic Activity—The sympathetic nervous system may be espe-
cially 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 sym-
pathetic activity (e.g., ganglionic blocking agents or adrenergic neuron blocking agents) with
caution.

Agents Increasing Serum Potassium—Give potassium-sparing diuretics or potassium sup-
plements 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 Prostaglandin Synthesis—Indomethacin and other nonsteroidal
anti-inflammatory agents may reduce the antihypertensive effect of captopril, especially 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. There-
fore, 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 administering
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. CAPOTEN (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 involving approxi-
mately 7000 patients.

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

Hemafo/og/c-Neutropenia/agranulocytosis has occurred (see WARNINGS). Anemia,
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 membranes of the mouth, or of the
extremities in about 1 of 1000 patients-reversible on discontinuance of captopril therapy.
One case of laryngeal edema has been reported. Flushing or pallor in 2 to 5 of 1000 patients.

Card/ovascu/ar-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—Approximately 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, 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 hypertension
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 package insert for detailed information re-
garding dosage in hypertension and in heart failure. Because CAPOTEN (captopril) is ex-
creted 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, and 50 mg in bottles of 100 and 1000; 100
mg in bottles of 100; and in UNIMATIC* unit-dose packs of 100 tablets. (J3-658L)

e 1988 E.R. Squibb & Sons, Inc., Princeton, NJ 528-507R Issued: June 1988
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"f 'APOTEN * {captopril tablets^ ma) be used as initial therapy only for patients with normal renal function in whom the
risk of neutropenia/agranuloeytosis 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.
(Herail, the most frequently occurring adverst: 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 the ad jacent page.
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