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The Simple Truth About Blood Glucose Monitoring

In the real world,

your patients need to get a true
blood glucose value,
With an advanced biosensor

system, your patients can

achieve clinical accuracy in

their everyday monitoring.

The truth is, all blood glucose

monitors are accurate under labo-

ratory testing conditions. But in the

real world, many factors can alter

readings and affect accuracy.

Which means your patients may

not really be achieving tight blood

glucose control. And they may

not even know it.

Readings can be affected by

everyday things such as dried

blood and dirt collecting on the

optical window, and bright light

overwhelming the photometric sys-

tem. Humidity or a simple touch

can degrade test strip reagents.

In addition, an inadequate blood

sample can produce a significantly

lowered reading. More importantly,

test accuracy may be compro-

mised by interactions with drugs,

vitamins and other substances

present in the body.

'Data on file.
"Foil wrapped test strips

not just a number

But with the advanced biosensor

technology of the Precision CH»D®

Blood Glucose System, your

patients can achieve accurate

blood glucose values while testing

at home by eliminating common

test errors.* The Precision OI*D

Monitor requires no cleaning, and

its sensors are unaffected by

bright light. Each MICROFLO™test

strip reagent pad is protected from

degradation caused by humidity**

or touching.

It requires only a 5ul blood sample.

If needed, a second drop of blood

may be added to the test strip to

accurately complete a test. In addi-

tion, the unique MICROFLO™ test

strips make Precision OI»D the

only system that automatically com-

pensates for the effects of drugs,

vitamins and other substances.*

The Precision OI*D Blood Glucose

System, with individually foil

wrapped test strips, provides true,

accurate readings in the real world,

not just in the laboratory. And

when it comes to your patients

and their blood glucose control,

that can make all the difference

in the world.

For detailed information on

advanced biosensor technology,

the Precision Ol-D System, and

the importance of real accuracy in

the real world contact us at

1-800-527-3339.

MEDISENSE
An Abbott Laboratories Company



Everyday substances like drugs and vitamins can cause inaccurate
blood glucose readings. Which means your patients may not be _ .
getting the true blood glucose values they need for tight control. FjfK
And they may not even know it. / ' A /

The Precision Q:iD" System is the only blood glucose monitoring system x*=<^_^-'-/

that automatically compensates for the interactions of drugs, vitamins and other common substances. Your patients
get accurate blood glucose values in everyday testing. The Precision OiiD" System is clinically proven to eliminate
common test errors such as ambient light, dried blood and dirt, and humidity*

System

Precision Qii-D" for clinical accuracy
in everyday monitoring.

Real Accuracy for the Real
For more information call 1-800-527-3339.
"Individually foil-wrapped test strips.

An Abbott Laboratories Company
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That's why LifeScan makes three distinctly

different blood glucose meters. All easy to learn.

All easy to use. All of which makes your job

of teaching patients the fundamentals of

monitoring and diabetes management a whole

lot easier. Something your patients will thank

you for, personally.

For meters that meet your patients' needs,

look to LifeScan—makers of the ONE TOUCH®

family of products, the brand recommended

by more healthcare professionals than any other.

ONE TOUCH® Profile™
Complete Diabetes Tracking System

It's great for your patients who use

insulin, or who want to actively manage

their diabetes.

SureStep®
Blood Glucose Monitoring System

A reassuring choice for patients who

have difficulty testing and who want

to be sure at every step.

ONE TOUCH® BASIC®
Blood Glucose Monitoring System

It's ideal for patients who want

a simple, accurate test.

m*

For diabetes and life.
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'We all walk

to feel healthier.

But how we each

manage our

diabetes is based

on personal needs.

We're glad

LifeScan makes

meters that

recognize our

differences.
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American Diabetes Association's
57th Scientific Sessions

Join your colleagues in
Boston for the American

Diabetes Association's
57th Scientific Sessions,

June 21-24,1997.

WHAT'S NEW FOR THE 1997 SCIENTIFIC SESSIONS?

THEMES
The Scientific Sessions program has been expanded to
include seven theme areas focusing on the latest in basic
and clinical research:

I Cell & Molecular Biology of the Islet

I Complications

• Genetics & Epidemiology

I Health Care Delivery and Education

I Immunology, Autoimmunity & Transplantation

I Insulin Action, the Fat Cell & Vesicular Trafficking

I Nutrition/Obesity

30 Symposia

11 Current Issues

19 Workshops

5 Meet-The-Professor

35 Oral Sessions

3 Full Days of Poster Sessions

POSTER PRESENTATIONS
This year, for the first time, all abstracts selected for
poster presentation will be available for viewing through-
out the'Scientific Sessions. You will be able to visit the
posters anytime during the Exhibit Hall's open hours.

WORKSHOPS
Seven interactive workshops will be presented multiple
times for a total of 19 workshops. Advance registra-
tion is not necessary. Tickets will be available on a
first-come, first-served basis on the day of the workshop.

COUNCIL INTEREST DISCUSSION SESSIONS
11 Professional SgcJigji Coynclls^aye^eiQcJiidio.^.-^-
conduct a Discussion Session focusing on a topic of
interest to the members of the various councils. Check
your Council home page for more information on its
session www.diabetes.org.



\WHY SHOULD YOU ATTEND?
I Multiple educational sessions focusing on the latest

in clinical and basic research.

I Targeted workshops exploring critical issues led by
experts in diabetes.

H A continuous learning environment featuring in-depth
sessions and open forums.

I Network, interact, and exchange information with
your colleagues from all over the world.

ATTENDANCE BREAKDOWN AND HISTORY

International Domestic

Clinicians

Scientists

otific,

TO RECEIVE A PROGRAM
AND REGISTRATION MATERIALS CONTACT:

Phone: (703)549-1500x2453

Fax: (703)299-5513

E-mail: meetings@diabetes.org.

DISCOUNT REGISTRATION DEADLINE:
MARCH 14,1997

ADVANCE REGISTRATION AND
HOUSING DEADLINE:

MAY 9 ,1997

American
Diabetes
.Association.



The ADA Clinical Education Series on CD-ROM

The world's most comprehensive diabetes treatment information can be at your fingertips in seconds with

CD-ROM technology! Presenting the first all-in-one database of diabetes treatment information. Includes:

Medical Management of Type I Diabetes; Medical Management of Type II Diabetes; Therapy for Diabetes Mellitus

and Related Disorders, 2nd Ed.; Medical Management of Pregnancy Complicated by Diabetes, 2nd Ed.; plus

AD As Clinical Practice Recommendations 1995.

All of these titles are on one compact disc, allowing for quick searches of key terms and phrases

across all titles in the database. It also features a "hypertext link" giving you instantaneous browsing

between text, references, and illustrations. Best of all, it's easy to install and use. You need no previ-

ous familiarity with CD-ROM technology. If you do have questions or need assistance, there's a toll-

free line to technical experts who will be happy to help. Works in Windows or Macintosh environment.

System requirements: Macintosh - 68020 or greater processor, System 7.0 or greater, 2MB RAM (4MB recommended);

Windows - 386 or 486 processor (486 recommended), Windows 3.1 or greater, 4MB RAM. 1995.

#PCDROM1 • Nonmember: $124.95; Member: $99.95

Intensive Diabetes
Management

An all-inclusive "how to" manual

on implementing tight diabetes

control in your practice. Written by a

team of experts with first-

hand DCCT experience,

this valuable guide provides

you with the practical information needed to implement inten-

sive management. Softcover; approximately 112 pages.

Contents: The Team Approach to Intensive Management •

Education • Rationale for Intensification • Multiple-Component

Insulin Regimens • Monitoring • Nutrition • Psychological

Support and Behavioral Issues • Follow-Up and Preventive

Care Guidelines • Alternative Insulin Delivery Systems •

Complications and Adverse Effects • Resources

#PMIDM • Nonmember: $37.50; Member: $29.95

The Health Professional's Guide to Diabetes
and Exercise

The first comprehensive guide to prescribing exercise as a therapy in man-

aging diabetes. This valuable book examines the physiological effects of

exercise and its metabolic benefits for patients with diabetes. And it covers

dietary management and insulin adjustment, as well as behavioral and compli-

ance issues as they relate to the exercise prescription.

The Handbook also delves into special situations such as

prescribing exercise for patients with complications, preg-

nant patients, and older adults. An invaluable resource for

anyone treating patients with diabetes! Softcover; approxi-

mately 350 pages.

Contents: Basic Considerations • The Treatment Plan •

Exercise in Patients with Diabetic Complications • Special

Patient Groups • Different Sports: Practical Advice and

Experience

#PMHDE • Nonmember: $49.95; Member: $39.95

To order, call 1-800/ADA-ORDER
or send in the coupon below:

• YES! Please send me the books I've listed, and include a free catalog.
• NO. I'm not ordering right now, but please send me a free catalog. Ship To

Item # Item Name Qty Unit Price Total First Name Middle Initial Last Name

Address

Shipping & Handling
up to $30.00 add $3.00
$30.01-$50.00 add $4.00
over $50.00 add 8%

Publications Subtotal $_
^Residents add 4.5% tax $_
Shipping & Handling (see chart) $_
Total Due $_

City/State/Zip

• Payment enclosed (check or money order)
Charge my: • VISA • MC • AMEX
Account Number:
Signature:

P23J597

Allow 2-3 weeks for shipment. Add $3 to shipping & handling for each extra shipping address.
Add $15 for each overseas address. Prices subject to change without notice.

Mail to: American Diabetes Association
Order Fulfillment Department
P.O. Box 930850
Atlanta, GA 31193-0850

Exp. Date:

A American
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The first agent that directly reduces insulin resistance
through a unique nuclear mechanism

First in a new class—THIAZOLIDINEDIONES

• Enhances insulin action in skeletal muscle, adipose tissue, and the liver

• It is not chemically or functionally related to the sulfonylureas, biguanides,
or a-glucosidase inhibitors

• Indicated for use in insulin-treated Type II diabetes patients inadequately controlled
(HbAlc>8.5%) with insulin despite over 30 units per day in multiple injections

Works at the cellular level to treat mechanisms of insulin resistance

Insulin resistance
In insulin resistance, postreceptor
signaling is diminished.

Diminished signaling results in poor
uptake, utilization, and storage of glucose.

T h e a c t i o n of R e z u l i n
H I Rezulin binds to and activates a nuclear receptor

(PPAR) that specifically regulates gene transcription.

| p As a result of this activation, specific proteins that
play an important role in regulating carbohydrate
and lipid metabolism are expressed.

H I Expression of these proteins improves insulin
action in the cell, resulting in increased signaling.

(^| It also results in the transport of more glucose
into the cell for utilization and storage.

Rezulin should not be used in Type I diabetes or for the treatment of diabetic ketoacidosis.
Management of Type II diabetes should also include diet control, weight loss, and exercise.

Prior to initiation of Rezulin therapy, correctable causes of poor glycemic control should be sought and treated.

F O R T Y P E I I D I A B E T E S P A T I E N T S O N I N S U L I N

iSREUUN
Unlocks insulin resistance

Please see Brief Summary of Prescribing Information on last page of this advertisement.
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HRMJLIN"
TROGLITAZONE

200,400 MG TABLETS

A K E Y T O C O N T R O L

Consistent ycemic contro
STUDY POPULATION

Insulin-requiring, Type II diabetes patients with mean insulin dose of 73 units/day
(range = 27 to 143), FSG of 216 mg/dL, and HbAlc of 9.42 (range = 7.04 to 12.48)

SIGNIFICANT REDUCTIONS IN GLYCOSYLATED HEMOGLOBIN (HbAi

Adjusted
M e a n '"•*
Change From
Baseline (%)
at 6 Months .]
(N=350)

-1 .41

200 my qd
6 months

J I < 0 . 0 0 0 1
Relative to placebo

SIGNIFICANT REDUCTIONS IN FASTING SERUM GLUCOSE (FSG)

Mean
Change
From
Baseline
(mg/dL)
at 6 Months
(N=350)

p<0.0001
Relative to placebo

200 mg qd
6 months

• Reductions in FSG were observed within the first 2 to 4 weeks
of treatment with Rezulin



R e d o i t i l i n s o l i n dose, maintains or
mproves glycemic contra

STUDY POPULATION

Insulin-requiring, Type II diabetes patients with mean insulin dose of 72 units/day
(range = 27 to 145), FSG of 225 mg/dL, and HbA1c of 9.2 (range = 6.5 to 13.9)

REDUCTION IN TOTAL DAILY INSULIN DOSE (TDID) AT 6 MONTHS

Reduction in
TDID (%)
(N=222)

0<O.OO1
vs placebo

Placebo (N=71)

These reductions in TDID were achieved while maintaining or improving
glycemic control*

PATIENTS DISCONTINUING INSULIN THERAPY (%) AT 6 MONTHS

Patients
Discontinuing
Insulin
Therapy (%)
(N=222)

• 41% of patients in the 400-mg group decreased their insulin injection frequency
on average from 3 to 1 injections per day; 19% of placebo-treated patients
decreased their injection frequency on average from 3 to 2 injections per day

T h e c l i n i c a l e f f e c t s of R e z u l i n o c c u r i n d e p e n d e n t of w e i g h t l o s s

Management of Type II diabetes should also include diet control, weight loss, and exercise.
*Goals for glycemic control should be achieved prior to insulin reduction or discontinuation.

F O R T Y P E I I D I A B E T E S P A T I E N T S O N I N S U L I N

Unlocks insulin resistance
Please see Brief Summary of Prescribing Information on last page of this advertisement.
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DEREPUN"
TROGLITAZONE

200,400 MG TABLETS

A K E Y T O C O N T R O L

Side e f fec ts c o m n s r a b l e to p lacebo
Excel lent safety and to le rab i l i t y prof i le establ ished
in contro l led c l in ica l t r ia ls

Comparable adverse events >5% reported for Rezul in-
or p lacebo- t rea ted pat ients

PERCENTAGE OF PATIENTS
Placebo (N = 492) Rezulin (N = 1450)

I n f e c t j ^
Headache 11 11

^^KZZZZZZZZZZZZZZZ'KZZZZZZZZZZZ^^
Accidental Injury 6 8
Asthenia 5 6
Dizziness 5 6
Back Pain [ ZZZZZZ^ZZZZZ. '. 'ZZZZ.A ' ".'.'..
Nausea : 4 . ' . § . .
Rhinitis 7 5
Diarrhea 6 5
Urinary Tract Infection 6 5
Peripheral Edema 5 5
Pharyngitis 4 5

Hypoglycemia has not been observed during the
admin is t ra t ion of Rezulin as monotherapy

Patients receiving Rezulin in combination with insulin may be at risk for
hypoglycemia and a reduction in the dose of insulin may be necessary

Drug Interactions

Cholestyramine reduces the absorption oftroglitazone by approximately 70%;
thus, coadministration of cholestyramine and Rezulin is not recommended

Rezulin decreases plasma concentrations of terfenadine and its active metabolite
by 50% to 70% and may reduce the effectiveness of terfenadine

Administration of Rezulin with an oral contraceptive containing ethinyl estradiol and
norethindrone reduced the plasma concentrations of both by approximately 30%.
These changes could result in loss of contraception



may enhance compliance
Usual dose: 400 mg once daily with any meal

Q D D O S A G E A N D T I T R A T I O N G U I D E L I N E S

Take With a Meal

f/
Initial Dose

200 mg

Usual Dose

400 mg

For patients not responding adequately, Rezulin dose should be increased
at 2 to 4 weeks to 400 mg once daily. Maximum dose is 600 mg qd. See
Dosage and Administration in Brief Summary of Prescribing Information

The current insulin dose should be continued upon initiation of Rezulin
therapy. It is recommended that the insulin dose be decreased by 10%
to 25% when fasting plasma glucose levels decrease to less than 120 mg/dL
in patients receiving concomitant insulin and Rezulin. Further adjustments
should be individualized based on individual glucose-lowering response

Well tolerated in many different types of patients
No differences in effectiveness and safety were observed between
patients 65 and over and younger patients*

No dose adjustments in patients with renal dysfunction

There are no known interactions between Rezulin and laboratory tests

Rezulin should be used with caution in patients with hepatic dysfunction

In premenopausal anovulatory patients with insulin resistance, Rezulin treatment
may result in resumption of ovulation. These patients may be at risk for pregnancy.

Rezulin has not been tested in patients with New York Heart Association (NYHA)
Class III and IV cardiac status; therefore, caution is advised in administering
Rezulin to these patients.

*Safety and effectiveness in pediatric patients have not been established.

F O R T Y P E I I D I A B E T E S P A T I E N T S O N I N S U L I N

Unlocks insulin resistance
Please see Brief Summary of Prescribing Information on last page of this advertisement.
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iBREULIN"
TROGLITAZONE

200,400 MG TABLETS

U N L O C K S I N S U L I N R E S I S T A N C E
BRIEF SUMMARY
Consult Package Insert for full Prescribing Information.
INDICATIONS AND USAGE
Rezulin is indicated for use in patients with type II diabetes currently on insulin therapy whose hyperglycemia is inade-
quately controlled (HbA,c >8.5%) despite insulin therapy of over 30 units per day given as multiple injections.
Management of type II diabetes should include diet control. Caloric restriction, weight loss, and exercise are essential
for the proper treatment of the diabetic patient. This is important not only in the primary treatment of type II diabetes,
but in maintaining the efficacy of drug therapy. Prior to initiation of Rezulin therapy, secondary causes of poor glycemic
control, eg, infection or poor injection technique, should be investigated and treated.
CONTRAINDICATIONS
Rezulin is contraindicated in patients with known hypersensitivity or allergy to Rezulin or any of its components.
PRECAUTIONS
General
Because of its mechanism of action, Rezulin is active only in the presence of insulin. Therefore, Rezulin should not be
used in type I diabetes or for the treatment of diabetic keto-acidosis.
Hepatic: During all clinical studies in North America (N=2510 patients), a total of 20 Rezulin-treated patients were with-
drawn from treatment because of liver function test abnormalities. Two of the 20 patients developed reversible jaun-
dice. Both had liver biopsies which were consistent with an idiosyncratic drug reaction (see ADVERSE REACTIONS,
Laboratory Abnormalities).
Hypoglycemia: Patients receiving Rezulin in combination with insulin may be at risk for hypoglycemia and a reduction
in the dose of insulin may be necessary. Hypoglycemia has not been observed during the administration of Rezulin as
monotherapy and would not be expected based on the mechanism of action.
Ovulation: In premenopausal anovulatory patients with insulin resistance, Rezulin treatment may result in resumption
of ovulation. These patients may be at risk for pregnancy.
Hematologic: Across all clinical studies, hemoglobin declined by 3 to 4% in troglitazone-treated patients compared with
I to 2% in those treated with placebo. White blood cell counts also declined slightly in troglitazone-treated patients com-
pared to those treated with placebo. These changes occurred within the first four to eight weeks of therapy. Levels
stabilized and remained unchanged for up to two years of continuing therapy.
These changes may be due to the dilutional effects of increased plasma vol-
ume and have not been associated with any significant hematologic clinical
effects (See ADVERSE REACTIONS, Laboratory Abnormalities).
Information for Patients
Rezulin should be taken with meals. If the dose is missed at the usual meal, it
may be taken at the next meal. If the dose is missed on one day, the dose should
not be doubled the following day.
It is important to adhere to dietary instructions and to regularly have blood
glucose and glycosylated hemoglobin tested. During periods of stress such as
fever, trauma, infection, or surgery, insulin requirements may change and
patients should seek the advice of their physician.
When using combination therapy with insulin, the risks of hypoglycemia, its
symptoms and treatment, and conditions that predispose to its development
should be explained to patients and their family members.
Drug Interactions
Cholestyramine: Concomitant administration of cholestyramine with Rezulin
reduces the absorption of troglitazone by approximately 70%; thus, coadministra-
tion of cholestyramine and Rezulin is not recommended.
Acetaminophen: Coadministration of acetaminophen and Rezulin does not
alter the pharmacokinetics of either drug.
Warfarin: Rezulin has no clinically significant effect on prothrombin time when
administered to patients receiving chronic warfarin therapy.
Sutfonylureas: Coadministration of Rezulin with glyburide does not appear to alter
troglitazone or glyburide pharmacokinetics, but may further decrease fasting
plasma glucose. There are insufficient data on the use of Rezulin with sulfony-
lureas to establish the efficacy of this combination.
Metformin: No information is available on the use of Rezulin with metformin.
Ethanol: A single administration of a moderate amount of alcohol did not
increase the risk of acute hypoglycemia in Rezulin-treated patients with type
II diabetes mellitus.
Terfenadine: Coadministration of Rezulin with terfenadine decreases plasma
concentrations of terfenadine and its active metabolite by 50 to 70% and may
reduce the effectiveness of terfenadine.
Oral Contraceptives: Administration of Rezulin with an oral contraceptive containing ethinyl estradiol and norethindrone
reduced the plasma concentrations of both by approximately 30%. These changes could result in loss of contraception.
The above interactions with terfenadine and oral contraceptives suggest that troglitazone may induce drug metab-
olism by CYP3A4. These findings should be considered when prescribing other CYP3A4 substrates such as
cyclosporine, tacrolimus and some MMG-CoA reductase inhibitors.
Carcinogenesis, Mutagenesis, Impairment of Fertility
Troglitazone was administered daily for 104 weeks to male rats at 100,400, or 800 mg/kg and to female rats at 25,50,
or 200 mg/kg. Maximum plasma troglitazone AUC values based on parent compound represent exposures 12- and 47-
fold higher for male and female rats, respectively, than human exposure of 400 mg daily. Troglitazone was not car-
cinogenic in male rats at any dose tested. In female rats, there was a statistically significant increase in
sarcomatous tumors at the high dose (47-fold greater than estimated human exposure of parent compound).
However, these findings are of unknown clinical relevance as this dose was associated with excessive mortality and
is considered to have surpassed the maximum tolerated dose. No tumors of any type were increased in rats at 25
and 50 mg/kg at exposures of 5- to 14-fold higher than in humans based on AUC of parent compound. In a 104-week
study in mice given 50,400, or 800 mg/kg, incidence of hemangiosarcoma was increased in females at 400 mg/kg and
in both sexes at 800 mg/kg; incidence of hepatocellular carcinoma was increased in females at 800 mg/kg. The low-
est dose with increased tumor incidence (400 mg/kg) was associated with AUC values of parent compound that
were at least 16-fold higher than the human exposure. No tumors of any type were increased in mice at 50 mg/kg at
exposures 2- to 4-fold higher than in humans based on AUC of parent compound.
Troglitazone was neither mutagenic in bacteria nor clastogenic in bone marrow of mice. Equivocal increases in
chromosome aberrations were observed in an in vitro Chinese hamster lung cell assay. In mouse lymphoma cell
gene mutations assays, results were equivocal when conducted with a microtiter technique and negative with an
agar plate technique. A liver unscheduled DNA synthesis assay in rats was negative.
No adverse effects on fertility or reproduction were observed in male or female rats given 40,200, or 1000 mg/kg daily
prior to and throughout mating and gestation. AUC at these doses was estimated to be 2- to 8-fold higher than the
human exposure.
Pregnancy
Pregnancy Category B. Troglitazone was not teratogenic in rats given up to 2000 mg/kg or rabbits given up to 1000 mg/kg
during organogenesis. Compared to human exposure of 400 mg daily, estimated exposures based on AUC at these doses
were up to 8-fold higher in rats and up to 6-fold higher in rabbits. Body weights of fetuses and offspring of rats given 2000
mg/kg during gestation were decreased. Delayed postnatal development, attributed to decreased body weight was
observed in offspring of rats given 40,200, or 1000 mg/kg during late gestation and lactation periods; no effects were
observed in offspring of rats given 10 or 20 mg/kg.

There are no adequate and well-controlled studies in pregnant women. Rezulin should not be used during pregnancy
unless the potential benefit justifies the potential risk to the fetus.
Because current information strongly suggests that abnormal blood glucose levels during pregnancy are associated
with a higher incidence of congenital anomalies as well as increased neonatal morbidity and mortality, most experts
recommend that insulin be used during pregnancy to maintain blood glucose levels as close to normal as possible.
Nursing Mothers
It is not known whether troglitazone is secreted in human milk. Troglitazone is secreted in the milk of lactating rats.
Because many drugs are excreted in human milk, Rezulin should not be administered to a breast-feeding woman.
Pediatric Use
Safety and effectiveness in pediatric patients have not been established.
Geriatric Use
Twenty-two percent of patients in clinical trials of Rezulin were 65 and over. No differences in effectiveness and
safety were observed between these patients and younger patients.
Use in Patients With Heart Failure
Heart enlargement without microscopic changes has been observed in rodents at exposures exceeding 14 times the
AUC of the 400 mg human dose. Serial echocardiographic evaluations in monkeys treated chronically at maximum
achievable exposures (3-5 times the human exposure at the 400 mg dose) did not reveal changes in heart size or
function. In a 2-year echocardiographic clinical study using 600 to 800 mg/day of Rezulin in patients with type II dia-
betes, no increase in left ventricular mass or decrease in cardiac output was observed. The methodology employed
was able to detect a change of about 10% or more in left ventricular mass.
In animal studies, troglitazone treatment was associated with increases of 6% to 15% in plasma volume. In a study of
24 normal volunteers, an increase in plasma volume of 6% to 8% compared to placebo was observed following 6
weeks of troglitazone treatment.
No increased incidence of adverse events potentially related to volume expansion (eg, congestive heart failure) have
been observed during controlled clinical trials. However, patients with New York Heart Association (NYHAj Class III and
IV cardiac status were not studied during clinical trials. Therefore, caution is advised during the administration of
Rezulin to patients with NYHA Class III or IV cardiac status.

ADVERSE REACTIONS
In general, Rezulin is well-tolerated. Two patients in the clinical studies devel-
oped reversible jaundice with findings on liver biopsy consistent with idiosyn-
cratic drug reaction (See PRECAUTIONS, General).
The overall incidence and types of adverse reactions reported in placebo-
controlled clinical trials for Rezulin-treated patients and placebo-treated
patients are shown in Table 1. In patients treated with Rezulin in glyburide-
controlled studies (N-550) or uncontrolled studies (N=510), the safety profile
of Rezulin appeared similar to that displayed in Table 1. The incidence of
withdrawals during clinical trials was similar for patients treated with place-
bo or Rezulin (4%).
TABLE 1. North American Placebo-Controlled Clinical Studies: Adverse

Events Reported at a Frequency > 5% of Rezulin-Treated Patients
(% of Patients)

Infection
Headache
Pain
Accidental Injury
Asthenia
Dizziness
Back Pain
Nausea
Rhinitis
Diarrhea
Urinary Tract Infection
Peripheral Edema
Pharyngitis

Placebo
N = 492

22
11
14
6
5
5
4
4
7
6
6
5
4

Rezulin
N = 1450

18
11
10
8
6
6
6
6
5
5
5
5
5

Types of adverse events seen when Rezulin was used concomitantly with
insulin (N=543) were similar to those during Rezulin monotherapy (N=1731),
although hypoglycemia occurred on insulin combination therapy (see PRE-
CAUTIONS).

Laboratory Abnormalities
Hematologic: Small decreases in hemoglobin, hematocrit, and neutrophil counts (within the normal range) were
more common in Rezulin-treated than placebo-treated patients and may be related to increased plasma volume
observed with Rezulin treatment. Hemoglobin decreases to below the normal range occurred in 5% of Rezulin-treat-
ed and 4% of placebo-treated patients. ,
Lipids: Small changes in serum lipids have been observed (seejGLINICAL PHARMACOLOGY, Pharmacodynamics
and Clinical Effects in package insert for full prescribing information).
Serum Transaminase Levels: During controlled clinical trials, 2.2% of Rezulin-treated patients had reversible eleva-
tions in AST or ALT greater than 3 times the upper limit of normal, compared with 0.6% of patients receiving placebo.
Hyperbilirubinemia (>1.25 upper limit of normal) was found in 0.7% of Rezulin-treated patients compared with 1.7% of
patients receiving placebo. In the population of patients treated with Rezulin, mean and median values for bilirubin,
AST, ALT, alkaline phosphatase, and GGT were decreased at the final visit compared with baseline, while values for
LDH were increased slightly (see PRECAUTIONS).
DOSAGE AND ADMINISTRATION
The current insulin dose should be continued upon initiation of Rezulin therapy. Rezulin therapy should be initiated at
200 mg once daily in patients on insulin therapy. For patients not responding adequately, the dose of Rezulin should
be increased after approximately 2 to 4 weeks.The usual dose of Rezulin is 400 mg once daily. The maximum recom-
mended daily dose is 600 mg. It is recommended that the insulin dose be decreased by 10% to 25% when fasting
plasma glucose concentrations decrease to less than 120 mg/dL in patients receiving concomitant insulin and
Rezulin. Further adjustments should be individualized based on glucose-lowering response. Rezulin should be taken
with a meal.
Patients With Renal Insufficiency
Dose adjustment in patients with renal insufficiency is not required (see CLINICAL PHARMACOLOGY, Pharmaco-
kinetics and Drug Metabolism in package insert for full prescribing information).
Patients With Hepatic Impairment
Rezulin should be used with caution in patients with hepatic disease (see CLINICAL PHARMACOLOGY, Pharmaco-
kinetics and Drug Metabolism in package insert for full prescribing information).
©1997, Warner-Lambert Co.
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A blood-less
revolution in
monitoring

o
3uL

GLUCOMETER ELITE
Diabetes Care System

The GLUCOMETER ELITE System needs a mere 3 uL of blood for accurate results. How small is that? It's so small,
a mosquito hardly needs more for lunch. Small enough that the poorest bleeders can easily squeeze it from their

finger. Which means the GLUCOMETER ELITE System is easier on your patients. And, because it's completely
automatic, it practically does the test by itself. Less blood, no hassle. That's what makes the GLUCOMETER ELITE

System so revolutionary. (And makes meters that need more blood so revolting by comparison.)

For additional information,
please call: 1 800-445 5901

© 1997 Bayer Corporation



Attend a Conference in Your Home or Office
o o « © o a • • •

800/ADA-ORDER FAX 770/442-9742

Price Reduced!

Diagnosis and Treatment
of the Complications
of Diabetes:
Clinical Conference
on CD-ROM

A ttend a conference — and earn cat-
egory I CME or CEU credits —

without ever leaving your home or
office. We've captured general sessions
of this important clinical conference on
CD-ROM so you can listen to the speak-
ers while simultaneously viewing their
slides. It's almost as good as being there!
Study the scientific presentations at your
own pace: retrieving, pausing, or even
skipping ahead to more relevant topics.
You can even search by topic, author, or
agenda. What's more, it's a snap to
install and use — you don't need any
technical expertise. Works in both the
Windows and Macintosh environments.
#PCDROM2
Nonmember: $124.95
Member: $99.95

Diagnosis and Management
of Diabetic Dyslipidemia
Frederick L. Dunn, MD

Nephropathy in NIDDM
Michael W. Steffes, MD, Ph.D.
Diagnosis and Classification
of Neuropathy
Eva L. Feldman, MD, Ph.D.

Treatment of Neuropathy
Douglas A. Greene, MD
Agenda Strategies to Prevent Lower
Extremity Amputations
LeeJ. Sanders, DPM

Treatment of Coronary Artery Disease
Richard W. Nesto, MD

The Role of Primary Care Physicians
in the Detection of Retinopathy
Frederick L. Ferris III, MD

Future Therapies in Diabetes Care
Jay S. Skyler, MD

System Requirements:
Windows - 386 or 486 processor,
Windows 3.1 or greater, 4MB RAM; 4MB
free disk space, CD-ROM drive, SVGA
graphic card, SVGA monitor, MPC

Agenda:
Scope of the Problem
Maureen I. Harris, Ph.D., MPH;
Susceptibility of Complications:
Ethnic and Racial Variations
Lewis H. Kulkr, MD, DrPH
Prevention of Complications in
the Management of IDDM:
Blood Glucose Control
Robert A. Rizza, MD

processor
RAM, 4MB
CD-ROM

New!

You can start
a presentation
from the beginning, T

or skip to another part of the lecture
at any time. If you wish to review a
particular slide more closely, you. can,
pause and then resume play to continue.

• YES! Please send me the books I've listed, and include a free catalog.
• NO. I'm not ordering right now, but please send me a free catalog.

Item# Item Name Qty Unit Price Total

Shipping & Handling
up to $30.00 add $3.00
$30.01-$50.00 add $4.00
over $50.00 add 8%

Publications Subtotal
MA Residents add 4.5% tax
GA Residents add 6% tax..
Shipping & Handling (see chart) $_
Total Due $_

Ship To

First Name Middle Initial Last Name

Address

City/State/Zip

Phone Member # P29J597

• Payment enclosed (check or money order)
Charge my: Q VISA Q MC
Account Number:

• AMfcX

Allow 2-3 weeks for shipment. Add $3 for each additional shipping address. Add $15 for each
address outside the U.S. Foreign orders must be paid in US funds, drawn on a US bank.

Signature:
Mail to: American Diabetes Association

Order Fulfillment Department
P.O. Box 930850
Atlanta, GA 31193-0850
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ArtAssist® Case Report
Diabetic limb salvage using the Arterial Assist Device... ArtAssist

Paul S. van Bemmelen, MD, PhD, Port Jefferson, NY and

Gerald J. Furst, DPM, Port Jefferson, NY

Patient

66 Year Old Male

35 Year Hx of Diabetes

Renal Failure

Contralateral Tlbial Bypass

Poor Ambulation

Small Vessel Disease

Past Therapies

Amputation Great
Toe/Metatarsal I

Platelet Released Growth
Factors

IV and Oral Antibiotics

Topical Antibiotics

Surgical Debridements

ArtAssist® Device

• Applies Compression to Foot,
Ankle and Calf Up to 100 mmHg

• Home use for 30 min. QID

• Well Tolerated on Sitting Patient

• Improved Circulation

• Prepared Foot For Revision
Surgery

Figure 1

With 5 Months ArtAssist8

Figure 2

Pulse Volume Recordings

A 66 year old man with a 35 year history of diabetes (NIDDM)
and chronic renal failure (peritoneal dialysis) presented with dry
necrosis of his right great toe. He ambulated very little outside of his
home and he had previously undergone a tibial bypass of the
opposite leg. He was being treated with platelet released growth
factors for poor healing of his left distal ankle incision. Ankle blood
pressure was not obtainable due to non-compressibility, but wave
forms were consistent with disease of the small vessels distal to
the knee. The metatarsal pulse volume recording' is shown (Fig. 1)
and is essentially flat. Toe-pressure was in the ischemic range.

The patient underwent repeated selective digital intra-arterial
angiography, which demonstrated patent arteries to the level of
the ankle only, without named run-off vessels in the foot. After
explaining the poor chances of healing of a toe amputation to the
patient, he underwent amputation of the right great toe and
metatarsal head. Treatment with the ArtAssist device was not avail-
able at that time. The toe amputation failed and complete dehis-
cence, with exposed metatarsal bone was apparent in (Fig.l).
' Parks Flow-Lab

Debridements and immediate treatment with growth factors were
instituted. Further deterioration occurred slowly. Further revision
foot amputation was not considered to be a worthwhile option and
below-knee amputation would be the next surgical step.

Intermittent compression with the ArtAssist device was started
two months after the toe amputation for at least 30 minutes, QID.
Compression was well tolerated and after one week of home treat-
ment, the patient noticed blood on his dressings. Slowly some
granulation tissue appeared and the wound edges bled well with
minor debridements. Improvement of the metatarsal pulse volume
recording was noted. In view of the exposed metatarsal bone, with
retracted skin edges, a further resection of Metatarsal I and the adja-
cent second toe was performed after two months of compression
therapy. Oral antibiotics were given based on culture results. The
growth factor treatment was stopped. The resulting wound is now
healed by secondary intention (Fig.2). Further improvements
occurred of the pulse volume recording at the metatarsal level, to
the same amplitude as the bypassed side.

8 0 0 - 6 6 7 - 9 4 5 1 1857 Diamond Street, San Marcos, CA 92069 Fax: (760) 744-4401
* ArtAssist® is a registered trademark of ACI Medical, Inc. ©1996 ACI Medical All rights reserved ADOOI-06286



"Keep this book close at hand for advice
from today's experts* It thoroughly covers

counseling techniques for smoking cessation,
weight loss, exercise, and much more—

A major contribution to diabetes literature/'
— Elizabeth A. Walker, DNSc, RN, CDE
Diabetes Research & Training Center, Albert Einstein College of Medicine

you have very likely observed and taken advantage
of recent advances in technologies and treatments

for patients with diabetes. Less visible has been the
growth of information about the behavioral side of
diabetes. Now, an excellent new book, Practical
Psychology for Diabetes Clinicians, will put an end
to that. And, in the process, it will give you some real
world solutions to the real world behavioral issues
faced by your patients. You'll learn how to:

jjjjL Recognize the signs, understand the
^ causes, and help prevent the occurrence

of patient/provider burn-out

^ t Help your patients tackle serious problems:
^ * hypoglycemia, lack of motivation, reluctance

to exercise, smoking, and more

ill:. Establish reasonable goals for diabetes
management in young children

,,|gs> Recognize and treat denial, depression,
**" and other emotional problems and

disorders in newly diagnosed patients

Written by leading behavioral researchers in the field of diabetes,
Practical Psychology delivers practical solutions to a broad spectrum
of behavioral issues impacting diabetes management and metabolic
control. No matter what the demographic background of your
patients, you'll find solid advice you can apply in your practice.
Order your copy today!
#PPPDC • Nonmember: $24.95 • ADA Member: $19.95
Please add $3.00 shipping & handling

American VISA • MASTERCARD • AMERICAN EXPRESS

• Packed with dozens of valuable
tables, charts, and tools

• Makes psychology accessible

and relevant to diabetes treatment

• Puts key information at your fingertips

• Much more

Order Code: PSLJ597

1-800-ADA-ORDER (232-6733)
Or write us at: American Diabetes Association • Order Fulfillment Department, P.O. Box 930850

Atlanta, GA 31193-0850 • FAX (770) 442-9742
Allow 2-3 weeks for shipment. Prices subject to change without notice.

Visit our bookstore on the internet @ http://www.ada.judds.com



SAN FRANCISCO • ]UNE 8.11, 1996 Sound Images, Inc. Audio Tape Order Form

ADA Post Conference Specials
56th

SCIENTIFIC
SESSIONS

American Diabetes Association

Price per Audio Tape-$11.00 Storage Album-$7.00
D Any 12 tapes in 1 FREE Album
D Any 24 tapes in 2 FREE Albums

a Full Set of 143 tapes in 12 FREE Albums

$121.00 (Save $18.00)
$242.00 (Save $36.00)

$1307.00 (Save $350.00)

Missed the ADA 56th Scientific Sessions in San Francisco?
Here's your chance to acquire the valuable information that was offered by ordering audio tapes of the actual programming. You can fax,
mail or call your order directly to Sound Images, Inc.

Please allow about 21 days for delivery

Saturday
8:00am- 10:00am

Symposium: Pathophysiology & Risk Factors in Diabetic Foot
Disease
Oral Abstracts: Abstracts 1-8 Complications, Nephropathy

Symposium: Immunobiology of Islet Transplantation

Symposium: Exercise and the Insulin Resistance Syndrome

• ADA96-100
2 tapes

DADA96-101
2 tapes

• ADA96-102
2 tapes

• ADA96-103
2 tapes

10:15am-l1:30am
DADA96-104 Discussion Session: Council on Foot Care: Current Issues in

Diabetic Foot Care

10:15am-12:15pm
Symposium: Research on Education in Diabetes: Outcomes
and Environment
Symposium: Impaired Glucose Tolerance: A Target for
Intervention
Symposium: Regulated Vesticular Trafficking

• ADA96-105
2 tapes

•ADA96-106
2 tapes

• ADA96-107
2 tapes

• ADA96-108
2 tapes

DADA96-109

•ADA96-110

DADA96-111

• ADA96-112
2 tapes

• ADA96-113
2 tapes

DADA96-114
2 tapes

• ADA96-U5
2 tapes

• ADA96-116
2 tapes

• ADA96-117
2 tapes

DADA96-118

Symposium: New Insights: Implications for NIDDM

l:15pm-2:30pm
Discussion Session: Council on Exercise: Exercise Therapy:
Who are the Providers, What are the Costs, Who Pays?
Discussion Session: Council on Education: Technology in
Diabetes Education & Management: Help or Hindrance?
Discussion Session: Provisional Council on Immunology,
Immunogenetics, and Transplantation: Normalization of Assays
for T & B Cell Autoantigens in IDDM
Discussion Session: Council on Epidemiology & Statistics:
Current Issues in Diabetes and Epidemiology

2:45pm-4:45pm
Oral Abstracts: Abstracts 37-44 Psychosocial/Behavioral

Oral Abstracts: Abstracts 9-16 Complications, Neuropathy

State-of-the-Art Lecture: Abstracts 25-30 Insulin Synthesis I

Oral Abstracts: Abstracts 17-24 Health Care Delivery

State-of-the-Art Lecture: Abstracts 31-36 Metabolism I

Current Controversy: Molecular Mimicry

Sunday
8:00am- 10:00am

Symposium: Family Focus: Involving the Family in Diabetes
Management
Symposium: Novel Signaling Pathways

Symposium: Diabetes and Heart Disease

Symposium: Immunology and Autoimmunity

DADA96-119
2 tapes

DADA96-120
2 tapes

DADA96-121
2 tapes

DADA96-122
2 tapes

10:15am-12:15pm
DADA96-123 President's Address, Banting Lecture

12:30pm-l :45pm
DADA96-124 Discussion Session: Council on Molecular, Cellular, &

Biochemical Aspects of Diabetes: Opportunities for Academic
and Industrial Collaboration: Careers and Training for Industry

•ADA96-125 Discussion Session: Council on Behavioral Medicine &
Psychology: Managed Care Issues for Behavioral Medicine

DADA96-126 Discussion Session: Council on Nutritional Science &
Metabolism: Nurtition Education Resources: What Works for
You? Any Changes Needed?

2:00pm-4:00pm
Mini-Symposium: Pharmacodynamics of ThiazolidinedionesDADA96-127

2 tapes
DADA96-128

2 tapes
DADA96-129

2 tapes
DADA96-130

2 tapes
• ADA96-131

2 tapes
DADA96-132

2 tapes
DADA96-133

2 tapes

DADA96-134
DADA96-135

2 tapes
•ADA96-136

2 tapes
DADA96-137

DADA96-138
DADA96-139
DADA96-140

2 tapes
DADA96-141

2 tapes
DADA96-142

DADA96-143
2 tapes

DADA96-144
2 tapes

DADA96-145
2 tapes

DADA96-146
2 tapes

DADA96-147
2 tapes

DADA96-148

Oral Abstracts: Abstracts 53-60 Clinical Diabetes

Oral Abstracts: Abstracts 45-52 Complication, Retinopathy

Poster Discussion Session: Immunology

Oral Abstracts: Abstracts 61-68 Metabolism II

Oral Abstracts: Abstracts 69-76 Gene Regulation

Current Controversy: Xenotransplantation: Current
Controversies in Correct Approaches

4:15pm-6:15pm
State-of-the-Art Lecture: Abstracts 85-90 Foot Care
Mini-Symposium: Regulation of Glucose Fluxes: What Did
We Learn From Transgenic Models?
Oral Abstracts: Abstracts 77-84 Transplantation

Meet-the-Professor: Endocrinology Training Program Issues
in the Managed Care Era
Current Controversy: Who Killed the Beta Cell?
Poster Discussion Session: Pregnancy
Oral Abstracts: Abstracts 91-98 Forms of Therapy/New
Technology
Oral Abstracts: Abstracts 99-106 Genetics

Poster Discussion Session: Psychosocial/Behavioral I

Monday
8:00am-10:00am

Oral Abstracts: Abstracts 113-120 Metabolism III

State-of-the-Art Lecture: Abstracts 107-112 Signal
Transduction I
Mini-Symposium: Non-Nutrient Regulation of Insulin
Secretion
Symposium: Update on New Treatments for the Complications
of Diabetes
Symposium: Health Care Before and After Diabetic Pregnancy

10:15am-l1:30am
Scientific Achievement Awards Presentation, Lilly Lecture

U:45am-2:00pm
DADA96-149 Luncheon: Senior Vice President's Address, Outstanding

Health Professional Educator in Diabetes Award

SOUND IMAGES, INC. 7388 South Revere Parkway Suite 806 Englewood, CO 80112 USA Phone:(303)649-1811 Fax:(303)790-4230



• ADA96-150

DADA96-151

DADA96-152

DADA96-153
2 tapes

• ADA96-154
2 tapes

DADA96-155
2 tapes

DADA96-156
2 tapes

• ADA96-157
2 tapes

DADA96-158
2 tapes

• ADA96-159
DADA96-160

2 tapes
•ADA96-161

2 tapes

DADA96-162
2 tapes

•ADA96-163
2 tapes

DADA96-164
2 tapes

•ADA96-165
DADA96-166

2 tapes

12:30pm-l :45pm
Discussion Session: Council on Complications: DCCT
Follow-up Study and New Data
Discussion Session: Council on Diabetes in Pregnancy:
Controversies in the Management of Gestational Diabetes
Discussion Session: Council on Diabetes in Youth:
Approaches to the Initial Management of New-onset Diabetes in
Children

2:15pm-4:15pm
State-of-the-Art Lecture: Abstracts 127-132 Lipids

State-of-the-Art Lecture: Abstracts 121-126 Metabolism IV

Meet-the-Professor: Development of Critical Pathways in
Diabetes Management

Poster Discussion: Epidemiology

Oral Abstracts: Abstracts 141-148 Nutrition/Obesity/Exercise

Oral Abstracts: Abstracts 133-140 Insulin Synthesis II

Poster Discussion Session: Hormones, Not Insulin
Current Controversy: Phosphatidylinositol 3- Kinase in
GLUT4 Translocation
Current Controversy: How Does the MHC Cause
Autoimmunity?

4:15pm-5:30pm
Discussion Session: Council on Endocrinology, Health Care
Delivery & Public Health: Proceeding with Diabetes as a
Public Health Issue: An Interactive Discussion

4:30pm-6:30pm
Oral abstracts: Abstracts 149-156 Diabetes Education

Oral Abstracts: Abstracts 157-164 Signal Transduction II

Meet-the-Professor: Global Perspectives in Diabetes Care
Oral Abstracts: Abstracts 165-172 Complications,
Macrovascular

DADA96-167
2 tapes

DADA96-168
DADA96-169

DADA96-170
2 tapes

•ADA96-171
2 tapes

DADA96-172
2 tapes

DADA96-173
2 tapes

DADA96-174

Oral Abstracts: Abstracts 173-180 Insulin Action

Meet-the-Professor: African American Women with NIDDM
Mini-Symposium: Type 1 Nutrition Practice Guidelines

Tuesday
8:00am-l 0:00am

Oral Abstracts: Abstracts 181-188 Epidemiology

Symposium: Diabetes in a Managed Care Environment

Symposium: Issues in Intensive Therapy in Children and
Adolescents
Symposium: Gene Therapy for Treatment of Disease

Symposium: Insulin Signaling to Glucose: An Update on
Signal Transduction Pathways

10:15am-11:15am
DADA96-175 Kelly West Lecture

10:15am-12:15pm
Mini-Symposium: Inhibitors of Insulin ActionDADA96-176

2 tapes
DADA96-177

2 tapes
DADA96-178

DADA96-179
2 tapes

DADA96-180
2 tapes

DADA96-181
2 tapes

DADA96-182
2 tapes

DADA96-183
2 tapes

State-of-the-Art Lecture: Abstracts 189-194 Immunology

Meet-the-Professor: Update on Classification and Disgnosis of
Diabetes Mellitus: Report from the Workgroup
Meet-the-Professor: Implantable Insulin Pumps: What is the
Future?

Oral Abstracts: Abstracts 203-210 Pregnancy

Mini-Symposium: Improving Regiment Adherence

Symposium: The Continuum of Obesity Research and
Treatment: What is on the Horizon?
Oral Abstracts: Abstracts 195-202 Complications,
Hypoglycemia

First Name Last/Family Name

Mailing Address (include business name if mailing to business address)

City, State/Country Zip/Postal Code

Daytime Telephone

L L_

Card Number

Expiration date:

Cardholder Signature
BY FAX:

BY MAIL:

S ^ BY PHONE:

24 hours a day. FAX your order with credit card
information to 303-790-4230
Please check tapes desired, complete this form and
mail to:
SOUND IMAGES, INC.
7388 South Revere Parkway, Suite 806
Englewood,CO 80112 USA
With your credit card, call 303-649-1811
Mon-Fri 8:00am-5:00pm Mountain Time

Fax
D Cash D Travelers Checks D Purchase Order (submit hardcopy w/order)
• Check (Payable to Sound Images, Inc.) in U.S. Funds

Post Conference Special
Price Per Audio Tape $11.00 Storage Album $7.00

D Any 12 tapes in 1 FREE Album $121.00 (Save $18.00)
D Any 24 tapes in 2 FREE Albums $242.00 (Save $36.00)

a Full Set of 143 tapes in 12 FREE Albums $1307.00 (Save $350.00)

Shipping: Audio: Domestic: $1.00 per tape; $2.00 minimum, $10.00 maximum
International: $2.00 per tape; $6.00 minimum

AUMO

Number of Tapes

Number of 12 Tape Packages

Storage Albums x $7.00

Domestic Shipping

International Shipping

Standard processing is within 10 working days. For same day

RUSH processing, add SI5.00

For next day arrival in the US charges are by weight and will be

added to vour credit card

Purchase Order handling charge add $5.00

(minimum purchase $25.00)

Colorado residents', add 3.8% sales tax
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POST
$11.00 each

$121/package
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$
$
$
$

$

$

$
$
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TENURE-TRACK CLINICAL INVESTIGATORS
ASSISTANT PROFESSOR EQUIVALENT

The National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK) is searching for two Clinical Investigators in the
areas of Diabetology and Thyroidology (as specified below). Applicants should be licensed to practice medicine in the United
States, and must be eligible for credentials to practice medicine at the National Institutes of Health. Furthermore, the ideal can-
didate would be Board Certified in both the specialty of Internal Medicine and the sub-specialty of Endocrinology and
Metabolism. The extensive facilities of The Clinical Center will be available to carry out human studies. Candidates will be
encouraged to collaborate with laboratory-based scientists at NIH. If appropriate, laboratory resources may also be made avail-
able to the successful candidates. However, the focus of these positions will be primarily to carry out patient-based research.
In addition, the successful candidates will be expected to participate as faculty in the NIH Inter-Institute Training Program in
Endocrinology and Metabolism. Applicants are invited to send a curriculum vitae, bibliography, brief description of future
research plans (< 1000 words), and names and addresses of three references to: DR. DEREK LE ROITH, CHAIRMAN, CLINICAL
INVESTIGATOR SEARCH COMMITTEE, NATIONAL INSTITUTES OF HEALTH, BUILDING 10, ROOM 8S235A, 10 CENTER DRIVE, MSC
1770, BETHESDA, MD 20892-1770.

Diabetes Mellitus and Obesity
The successful candidate will establish an independent program of patient-oriented research related to diabetes mellitus and/or
obesity. This position will be located in the Diabetes Branch, NIDDK. Current areas of research within the Diabetes Branch
focus upon the mechanisms of action of insulin and insulin-like growth factors, genetic factors predisposing to development of
noninsulin-dependent diabetes mellitus, physiology of leptin, and obesity. However, the candidate will be free to pursue any
area of research related to the areas of diabetes mellitus or obesity.

Thyroidology
The successful candidate will establish an independent program of patient-oriented research related to thyroid disease. This
position will be located in the Molecular and Cellular Endocrinology Branch, NIDDK. Current areas of research within the
Molecular and Cellular Endocrinology Branch include studies of the mechanisms of action of thyroid hormone, regulation of
gene expression, thyroid hormone resistance, TSH-secreting pituitary tumors, and thyroid cancer. However, the candidate will
be free to pursue any area of research related to the areas of thyroid disease.

NATIONAL INSTITUTES OF HEALTH
NATIONAL INSTITUTE OF DIABETES AND DIGESTIVE AND KIDNEY DISEASES

The NIH is an Equal Opportunity Employer

Classified Advertising
Diabetes Care Classified Ad rates are:

1/4 Page $595 (for members of ADA, $435)

Diabetes Classified Ad rates are:
1/4 page $625 (for members of ADA, $460)

For information on closing dates; Copy and
Contract Policies, contact:

Patti Thompson
American Diabetes Association

1660 Duke Street
Alexandria, VA 22314

(703) 299-2086
Fax (703) 739-0290

I

ACADEMIC ENDOCRINOLOGIST—The University of
Nebraska Medical Center (UNMC)/Omaha Veterans
Administration Medical Center (OVAMC) seeks a BC/BE
endocrinologist as an Assistant or Associate Professor in
Diabetes, Endocrinology and Metabolism. Diabetes or lipid
research interest preferred. Send curriculum vitae to each of
the following:

Jennifer Larsen, MD
DEM Section Chief

UNMC
Department of Internal Medicine
600 S. 42nd Street

Omaha, Nebraska 68198-3020

and

Gene Ferrell, HRMS
OVAMC
4101 Woolworth Avenue
Omaha, Nebraska 68105

UNMC/OVAMC is an affirmative action/equal opportuni-
ty employer. Women and minorities are encouraged to apply.



Covers every single aspect
of type I, type II, and
gestational diabetes

A huge 464 pages, yet conveniently
indexed for quick

access to any topic

Compiled and reviewed
by more than 20 of the

world's diabetes experts

Overflowing with the
latest breakthroughs,

including DCCT findings

Easy-to-understand at most
any reading level, with

helpful charts and tables

Sturdy, hardcover for long life
and durability; you'll refer to

it again and again

Master Your Diabetes with the Ultimate Home Reference

all areas of diabetes self care are
covered in the pages of one masterful book: the
American Diabetes Association Complete Guide to Diabetes.

Thorough, information-packed chapters reveal
easy-to-understand tips and techniques to living
a healthy, happy life. You'll discover how to:

• Achieve good blood sugar control

• Design an effective
exercise program

• Assure yourself a
successful pregnancy

• Handle emergencies

• Maintain enjoyable sex

• Plan vacations and
business travel

^ Choose a health care team

• Cope with depression

• Maximize your insurance
coverage

• Much, much more

Also available in bookstores nationwide.

Order Toi l -Free

800-ADA-ORDER

Like a friend you've relied on for years, this all-in-
one guide will instantly become a trusted companion
you'll turn to again and again—whether you need
expert advice or just a helpful tip.

"A brilliant volume of self care techniques that are
thoroughly researched, easy-to-use, and

proven to really work. This book will save you
time, money, and worry. Don't miss it!"

—Dr. David B. Kelley, MD

Y E S ! Please send me copies of the Complete Guide to Diabetes
Price: Nonmember: $29.95 ADA Member: $23.95 (#CSMCGD)

Name

Address

City/State/Zip

Q Payment enclosed (check or money order)

• Charge my: • VISA • MasterCard • AMEX

Account Number

Signature Exp. Date _

Subtotal $

VA residents
add 4.5% sales tax $

GA residents
add 6% sales tax $

Shipping & Handling
(use chart) $

Total due $ .

Shipping & Handling Allow 2-3 weeks for shipment. Add $3
up to $30.00...add $3.00 t0 ^hiPPing & handling for each extra
«™ m «sn on cHH «4 no shiPPini address-Add ^15for each

$30.01-$50.00...add $4.00 merseas shipment. Prices subject to change
over $50.00...add 8% without notice.

CCG597D

American
Diabetes

Mail to: J A . Association.
American Diabetes Association
Order Fulfillment Department
P.O. Box 930850
Atlanta, GA 31193-0850

A



1 U

NOW
for type II diabetes

U N I L - M - U H I

Amaryl
gl imepir ide TABLETS

0 N C E - A - D A Y

GROWING
CHOICE FOR

CUTTING
SUGAR

S6959201/2890S6

Please see brief summary
of prescribing information on

last page of this advertisement



NOW a proven adjunct to diet and exercise

0 N C E - A - D A Y

Amaryl
gl imepjr ide TABLETS



A first-line, first-choice sulfonylurea

INSULIN-SPARING
GLUCOSE CONTROL

Amaryl binds to a different part of
the sulfonylurea receptor complex' * -
the clinical relevance of this mechanism
has not been established

Amaryl provides sustained blood
glucose control even in patients with
higher levels of HbAlc (glycosylated
hemoglobin)3

Amaryl is insulin sparing—controls
glucose without clinically meaningful
increases in fasting insulin

Amaryl is indicated for both mono-
therapy and second-line combination
use with insulin*

Favorable safety profile3—most
common adverse reactions (>1%)
include dizziness (1.7%), asthenia
(1.6%), headache (1.5%), nausea
(1.1%), and hypoglycemia (0.9% to
1.7%), as documented by glucose values
<60 mg/dL

Proven 24-hour control with once-daily
dosing

*Data derived from preclinical animal model.
The mechanism by which sulfonylureas
lower blood glucose during long-term use
has not been clearly established.

tCombined use of Amaryl and insulin may
increase the potential for hypoglycemia.

Please see brief summary of prescribing
information on last page of this advertisement.

96959201/2890S6



Amaryl
glimepiride T A B L E T S
1,2 , and 4 mg
Brief Summary
Drug Interactions
The hypoglycemic action of sulfonylureas may be potentiated by certain drugs, including nonsteroidal
anti-inflammatory drugs and other drugs that are highly protein bound, such as salicylates, sulfonamides,
chloramphenicol, coumarins, probenecid, 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, nicotinic acid, sympathomimetics, 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. Potential interactions of glimepiride with other drugs
metabolized by cytochrome P450 IIC9 also include phenytoin, diclofenac, ibuprofen, naproxen, and
mefenamic acid.

Although no specific interaction studies were performed, pooled data from clinical trials showed no
evidence of clinically significant adverse interactions with uncontrolled concurrent administration of
calcium-channel blockers, estrogens, fibrates, NSAIDs, HMG CoA reductase inhibitors, sulfonamides,
or thyroid hormone.
INDICATIONS AND USAGE
AMARYL is indicated as an adjunct to diet and exercise to lower the blood glucose in patients with
noninsulin-dependent (Type II) diabetes mellitus (NIDDM) whose hyperglycemia cannot be controlled by
diet and exercise alone.

AMARYL is also indicated for use in combination with insulin to lower blood glucose in patients whose
hyperglycemia cannot be controlled by diet and exercise in conjunction with an oral hypoglycemic agent.
Combined use of glimepiride and insulin may increase the potential for hypoglycemia.
CONTRAINDICATIONS
AMARYL is contraindicated in patients with

1. Known hypersensitivity to the drug.
2. Diabetic ketoacidosis, with or without coma. This condition should be treated with insulin.

WARNINGS

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.
PRECAUTIONS
General

Hypoglycemia: All sulfonylurea drugs are capable of producing severe hypoglycemia. Patients with
impaired renal function may be more sensitive to the glucose-lowering effect of AMARYL. A starting dose
of 1 mg once daily followed by appropriate dose titration is recommended in those patients. Debilitated or
malnourished patients, and those with adrenal, pituitary, or hepatic insufficiency are particularly
susceptible to the hypoglycemic action of glucose-lowering 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: When a patient stabilized on any diabetic regimen is exposed to
stress such as fever, trauma, infection, or surgery, a loss of control may occur. At such times, it may be
necessary to add insulin in combination with AMARYL or even use insulin monotherapy. Should
secondary failure occur with AMARYL monotherapy, AMARYL-insulin combination therapy may be
instituted. Combined use of glimepiride and insulin may increase the potential for hypoglycemia.
Information for Patients
Patients should be informed of the potential risks and advantages of AMARYL and of alternative modes
of therapy. They should also be informed about the importance of adherence to dietary instructions, of a
regular exercise program, and of regular testing of 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. The potential for primary
and secondary failure should also be explained.
Laboratory Tests •
Fasting blood glucose should be monitored periodically to determine therapeutic response. Glycosylated
hemoglobin should also be monitored, usually every 3 to 6 months, to more precisely assess long-term
glycemic control.
Carcinogenesis, Mutagenesis, and Impairment of Fertility
Studies in rats at doses of up to 5000 ppm in complete feed (approximately 340 times the maximum
recommended human dose, based on surface area) for 30 months showed no evidence of carcinogenesis.
In mice, administration of glimepiride for 24 months resulted in an increase in benign pancreatic adenoma
formation which was dose related and is thought to be the result of chronic pancreatic stimulation. The
no-effect dose for adenoma formation in mice in this study was 320 ppm in complete feed, or 46-54 mg/kg
body weight/day. This is about 35 times the maximum human recommended dose of 8 mg once daily
based on surface area.

Glimepiride was non-mutagenic in a battery of in vitro and in vivo mutagenicity studies (Ames test,
somatic cell mutation, chromosomal aberration, unscheduled DNA synthesis, mouse micronucleus test).

There was no effect of glimepiride on male mouse fertility in animals exposed up to 2500 mg/kg body
weight (>1,700 times the maximum recommended human dose based on surface area). Glimepiride had
no effect on the fertility of male and female rats administered up to 4000 mg/kg body weight
(approximately 4,000 times the maximum recommended human dose based on surface area).
Pregnancy
Teratogenic Effects
Pregnancy Category C. Glimepiride did not produce teratogenic effects in rats exposed orally up to 4000
mg/kg body weight (approximately 4,000 times the maximum recommended human dose based on
surface area) or in rabbits exposed up to 32 mg/kg body weight (approximately 60 times the maximum
recommended human dose based on surface area). Glimepiride has been shown to be associated with
intrauterine fetal death in rats when given in doses as low as 50 times the human dose based on surface
area and in rabbits when given in doses as low as 0.1 times the human dose based on surface area. This
fetotoxicity, observed only at doses inducing maternal hypoglycemia, has been similarly noted with other
sulfonylureas, and is believed to be directly related to the pharmacologic (hypoglycemic) action of
glimepiride.

There are no adequate and well-controlled studies in pregnant women. On the basis of results from
animal studies, AMARYL should not be used during pregnancy. Many experts recommend that insulin be
used during pregnancy to maintain glucose levels as close to normal as possible.
Nonteratogenic Effects
In some studies in rats, offspring of dams exposed to high levels of glimepiride during pregnancy and
lactation developed skeletal deformities consisting of shortening, thickening, and bending of the humerus
during the postnatal period. Significant concentrations of glimepiride were observed in the serum and
breast milk of the dams as well as in the serum of the pups. These skeletal deformations were determined
to be the result of nursing from mothers exposed to glimepiride.

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. This has been reported more frequently with the
use of agents with prolonged half-lives. Patients who are planning a pregnancy should consult their
physician, and it is recommended that they change over to insulin for the entire course of pregnancy and
lactation.
Nursing Mothers
In rat reproduction studies, significant concentrations of glimepiride were observed in the serum and
breast milk of the dams, as well as in the serum of the pups. Although it is not known whether AMARYL
is excreted in human milk, other sulfonylureas are excreted in human milk. AMARYL should be
discontinued in nursing mothers. If AMARYL is discontinued, and if diet and exercise alone are
inadequate for controlling blood glucose, insulin therapy should be considered. (See above Pregnancy,
Nonteratogenic Effects)
Pediatric Use
Safety and effectiveness in pediatric patients have not been established.
ADVERSE REACTIONS
The incidence of hypoglycemia with AMARYL, as documented by blood glucose values <60 mg/dL,
ranged from 0.9-1.7% in two large, well-controlled, 1 -year studies. (See WARNINGS and PRECAUTIONS)

AMARYL has been evaluated for safety in 2,013 patients in US controlled trials, and in 1,551 patients in
foreign controlled trials. More than 1,650 of these patients were treated for at least 1 year.

Adverse events, other than hypoglycemia, considered to be possibly or probably related to study drug
that occurred in US placebo-controlled trials in more than 1 % of patients treated with AMARYL are shown
below.

Adverse Events Occurring in > 1 % AMARYL Patients
AMARYL Placebo

Total Treated
Dizziness
Asthenia
Headache
Nausea

No.
746
13
12
11
8

%
100
1.7
1.6
1.5
1.1

No.
294

1
3
4
0

%
100
0.3
1.0
1.4
0.0

Gastrointestinal Reactions
Vomiting, gastrointestinal pain, and diarrhea have been reported, but the incidence in placebo-controlled
trials was less than 1 % . Isolated transaminase elevations have been reported. Cholestatic jaundice has
been reported to occur rarely with sulfonylureas.
Dermatologic Reactions
Allergic skin reactions, e.g., pruritus, erythema, urticaria, and morbilliform or maculopapular eruptions,
occur in less than 1 % of treated patients. These may be transient and may disappear despite continued
use of AMARYL; 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 reactions and disulfiram-like reactions have been reported with sulfonylureas; however,
no cases have yet been reported with AMARYL. Cases of hyponatremia have been reported with
glimepiride and all other sulfonylureas, most often in patients who are on other medications or have
medical conditions known to cause hyponatremia or increase release of antidiuretic hormone. The
syndrome of inappropriate antidiuretic hormone (SIADH) secretion has been reported with certain other
sulfonylureas, and it has been suggested that these sulfonylureas may augment the peripheral
(antidiuretic) action of ADH and/or increase release of ADH.
Other Reactions
Changes in accommodation and/or blurred vision may occur with the use of AMARYL. This is thought to
be due to changes in blood glucose, and may be more pronounced when treatment is initiated. This
condition is also seen in untreated diabetic patients, and may actually be reduced by treatment. In
placebo-controlled trials of AMARYL, the incidence of blurred vision was placebo, 0.7%, and AMARYL, 0.4%.
OVERDOSAGE
Overdosage can produce hypoglycemia. Mild hypoglycemic symptoms without loss of consciousness or
neurologic findings should be treated aggressively with oral glucose and adjustments in drug dosage
and/or meal patterns. Close monitoring should continue until the physician is assured that the patient is
out of danger. Severe hypoglycemic reactions with coma, seizure, or other neurological impairment occur
infrequently, but constitute medical emergencies requiring immediate hospitalization. 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, because hypoglycemia may recur after apparent
clinical recovery.
DOSAGE AND ADMINISTRATION
There is no fixed dosage regimen for the management of diabetes mellitus with AMARYL or any other
hypoglycemic agent.
Usual Starting Dose
The usual starting dose of AMARYL as initial therapy is 1-2 mg once daily, administered with breakfast or
the first main meal. Those patients who may be more sensitive to hypoglycemic drugs should be started
at 1 mg once daily, and should be titrated carefully. (See PRECAUTIONS Section for patients at increased risk).

No exact dosage relationship exists between AMARYL and the other oral hypoglycemic agents. The
maximum starting dose of AMARYL should be no more than 2 mg.

Failure to follow an appropriate dosage regimen may precipitate hypoglycemia. Patients who do not
adhere to their prescribed dietary and drug regimen are more prone to exhibit unsatisfactory response to
therapy.
Usual Maintenance Dose
The usual maintenance dose is 1 to 4 mg once daily. The maximum recommended dose is 8 mg once
daily. After reaching a dose of 2 mg, dosage increases should be made in increments of no more than 2
mg at 1-2 week intervals based upon the patient's blood glucose response. Long-term efficacy should be
monitored by measurement of HbA1c levels, for example, every 3 to 6 months.
AMARYL9-Insulin Combination Therapy
Combination therapy with AMARYL and insulin may be used in secondary failure patients. The fasting
glucose level for instituting combination therapy is in the range of >150 mg/dL in plasma or serum
depending on the patient. The recommended AMARYL dose is 8 mg once daily administered with the first
main meal. After starting with low-dose insulin, upward adjustments of insulin can be done approximately
weekly as guided by frequent measurements of fasting blood glucose. Once stable, combination-therapy
patients should monitor their capillary blood glucose on an ongoing basis, preferably daily. Periodic
adjustments of insulin may also be necessary during maintenance as guided by glucose and HbA1c levels.
Specific Patient Populations
AMARYL is not recommended for use in pregnancy, nursing mothers, or children. In elderly, debilitated,
or malnourished patients, or in patients with renal or hepatic insufficiency, the initial dosing, dose
increments, and maintenance dosage should be conservative to avoid hypoglycemic reactions (See
PRECAUTIONS, General).
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