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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 OI*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 OhD System, and

the importance of real accuracy in

the real world contact us at

1-800-527-3339.

mMEDISENSE
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.
And they may not even know it.

The Pwckion QI-D" System is the only blood glucose monitoring system
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 QI-D™ System is clinically proven to eliminate
common test errors such as ambient light, dried blood and dirt, and humidity*

PrecisionQJ-D" for clinical accuracy
in everyday monitoring.

An Abbott Laboratories Company

For more information call 1-800-527-3339.
'Individually foil-wrapped test strips.



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

lil 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
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Tltoc

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

[P[r®ff®§§D®[fi)S][l

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

U 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

XPMHDE • Nonmember: $49.95; Member: $39.95

To order, call
or send in the coupon below:

Q 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 $_

VA Residents add 4.5% tax $_

Shipping & Handling (see chart) $_

Total Due $_

City/State/Zip P23J697

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

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
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A blood-less
revolution in
monitoring

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.)

MANAGEABLE

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

© 1997 Bayer Corporation



NIDDM Genetic Database Available

DNA samples and phenotypic data are available from phase I of the
American Diabetes Association's GENNID study (Genetics of
NIDDM). GENNID has collected detailed family histories and a
broad array of data on 170 pedigrees, all of which contain at least
one affected sib pair, with a total of 650 affected individuals and
approximately 1,200 total subjects. Included are approximately 65
Caucasian, 60 Hispanic, 25 African-American, and 20 Japanese-
American pedigrees.

DNA and phenotypic data are available for all members of the
pedigrees. The data set includes multiple metabolic factors,
including carbohydrate metabolism, lipid metabolism, and body size
measures, as well as lifestyle variables obtained by questionnaire
(e.g., employment, exercise, etc.). Data will be available either in
Paradox or as a flat (ASCII) file. Full details of the study design will
be published in the August issue of Diabetes Care.

Investigators interested in obtaining the DNA samples and/or data
will need to submit a proposal to the Association or submit evidence
of an NIH grant that directly addresses the genetics of NIDDM.
(Purely phenotypic studies using the GENNID data may not be
published before July 1, 1997.) To receive an application form and
pricing information, please write or call:

American Diabetes Association
GENNID Research Database
1660 Duke St.
Alexandria, VA 22314

Phone(703) 299-2071
Fax (703) 683-1839
email mpetersen@diabetes.org
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ONCE-DAILY

R0JUN
TROGLITAZONE

2 0 0 , 4 0 0 MG TABLETS

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,
ora-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.

The action of Rezulin
(T) Rezulin binds to and activates a nuclear receptor

(PPAR) that specifically regulates gene transcription.

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

(3) Expression of these proteins improves insulin
action in the cell, resulting in increased signaling.

(4) 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

RHZULIN
Unlocks insulin resistance

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



ONCE-DAILY

QBREULIN"
TROGLITAZONE

200,400 MG TABLETS

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

Consistent ycemic contra
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 (HbA,

Adjusted
Mean ™
Change From
Baseline (%)
at 6 Months
(N=350)

•1.5

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

200 mg qd
6 months

SIGNIFICANT REDUCTIONS IN FASTING SERUM GLUCOSE (FSG)

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

J K O . 0 0 0 1

Relative to placebo
200 mg qd
6 months

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



dose, maintains o r
ycemic 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)

-25

-75
Placebo (l\l=71) 200 mg qd (N=75) 400 mg qd (N=7G)

H £0.001
us placebo

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

PATIENTSDISCONTINUING INSULIN THERAPY (%) AT6 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

REULJN
Unlocks insulin resistance

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



ONCE-DAILY

HEREDUN"
TROGL1TAZONE

200,400 MG TABLETS

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

Side effects comparable to
Excel lent safety and to le rab i l i ty profi le establ ished
in control led c l in ica l t r ia ls

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

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

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

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

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

Hypoglycemia has not been observed during the
administrat 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



osing may enhance compl iance
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 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.



ONCE-DAILY

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 hypergrycemia is inade-
quately controlled (HbAic>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.
Suffonylureas: 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 HMG-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 (NYHA) 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 2 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 (see CLINICAL 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 (>l 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).
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Accu-Chek8 Advantage" System
More in a meter, for the most out of life".

You can bet they're not thinking about blood glucose testing. You see, with more of the features

people prefer in one simple system, the Accu-Chek® Advantage® blood glucose monitoring system makes

people more comfortable with testing. So they can get the most out of life.

That's what happens when we continually improve on the

Accu-Chek Advantage system. For example, our latest innovation is

our strip-saving feature: if the first drop of blood doesn't cover

enough of the strip, patients can apply more blood within 15 seconds.

When you add it all up, the more comfortable your patients

are with their meters, the more they'll get out of life—which may be

the best feature of all.

© 1997 Boehringer Mannheim Corporation. All rights reserved.

Includes the
Softclix* lancet

device for
virtually pain-
free testing.

Accu-Chek'
BLOOD GLUCOSE MONITORING SYSTEMS

What it takes to take control'



nline Services for Readers

http://www.ada.diabetes.org

The American Diabetes Association has introduced new World
Wide Web services for members and subscribers. The
publications home page offers:

• Tables of contents and a searchable database of abstracts from the current and back
issues of Diabetes and Diabetes Care and selected articles from Diabetes Care.

• Tables of contents and selected articles from Diabetes Spectrum and Diabetes
Forecast.

• Full text of Clinical Practice Recommendations 1997, the Association's annual
compendium of position statements.

• Information about and online ordering for books and other resources for health pro-
fessionals and people with diabetes.

• Information about and online ordering for membership in the Professional Section
of the American Diabetes Association.

• Links to other diabetes sites on the Internet, including newsgroups and World Wide
Web pages.

• A professional-to-professional forum for discussing articles in Association publica-
tions and other issues in diabetes research and treatment. (This service is available
only to Professional Section members of the American Diabetes Association.)


