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type 2 diabetes

* adisease characterized by hyperglycaemia

» results from defects in insulin action or secretion or both

*  precipitates organ failure

* doubles vascular events

« doubles vascular mortality

* responsible for 10% all vascular deaths - T2DM prevalence 8%

* doubles all cause mortality
« MR 200%




relative risk of complications vs population

Male Female
death & disability 201% 185%
blindness 359% 297%
stroke 339% 275%
ESRF 557% 518%
CABG 149% 179%
cancer & CIS 125% 130%

RGA



type 2 diabetes & chronic complications

=0

7o

prevalencel®)

=2 2-5 S-110 10-15 =15
duration of diabetesyesars)

Liu Z et al. Health Qual Life Outcomes. 2010:;8:62

all

cardiovascular
eye
neuropathy
renal disease

stroke



end stage renal failure by cause
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*These disease categories were treated as being mutually exclusive.

Australian numbers on dialysis increasing 6% per year


http://hyper.ahajournals.org/content/vol42/issue6/images/large/22FF7.jpeg

T2DM all cause mortality by age - UK

Age Men hazard Women hazard
(years) ratio (Clys) ratio (Clys)
35-54 3.35 3.07

55-64 2.21 3.28

65-74 1.84 2.44

75-84 1.58 1.97

85-89 1.44 1.65

All 1.77 2.13

Mulnier HE 2006




type 2 diabetes & risk of dying

Variable Hazard ratio
Male sex 1.33
Diabetes duration < 5 years Reference
Diabetes duration 5—-9 years 1.14
Diabetes duration 10-14 years 1.27
Diabetes duration > 15 years 1.38
Current smoker 1.50
Ex-smoker 1.25
Non-smoker Reference
BMI 15-19 kg/m? 1.38

BMI 20-24 kg/m?> Reference
BMI 25-29 kg/m? 0.97

BMI 30-34 kg/m? 1.13

BMI 35-54 kg/m? 1.43

Mulnier HE 2006



years of life lost from diabetes by cause

diabetics with known vascular disease excluded

B Estimated Future Years of Life Lost Owing to Diabetes
Men Women

Death from unknown causes
6.3 .

B Noncancer, nonvascular
deaths

[] Cancer deaths
B Vascular deaths

Years of Life Lost

60 70 30 90
Age (yr) Age (yr)

Figure 3. Diabetes and Survival, According to Sex and Diabetes Status.

mA NEJM 364 9 2011



years of life lost and extra mortality
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Figure 3. Diabetes and Survival, According to Sex and Diabetes Status.
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excess all cause mortality in DM with cancer

Long-term All-Cause Mortality
in Cancer Patients With Preexisting
Diabetes Mellitus

Table 3. Pooled Hazard Ratios of Long-term, All-Cause Mortality in Cancer Patients With
and Without Preexisting Diabetes Mellitus in Selected Cancer Sites

Studies Total Patients, Patients With Pooled HR

Cancer Site (Estimates), No. No. Diabetes, No. (95% CI)2 12, %
Endometrial 4 (4)*042.9548 2900 429 1.76 (1.34-2.31) 443
Breast 4 (4ytom 4345 13019 11070 161 (1.46-1.78) 0

Prostate 3 (3)F7 407 6264 5550 151 (0.04-2.43) 47A
Gastric 3 (3)F7 400 6200 687D 1.36 (0.92-2.01) 83.6
Colorectal G (7)734.36.371.39.40 54740 80280 1.32 (1.24-1.41) 52.4
Hepatocellular 3 (5)?3 3724 848P 1.30 (0.99-1.70) 68.9
Lung 4 [5]253 384 11109 080° 115(0.09-1.34) 47.7
Pancreas 4 (4)2237.40.49 1681 4770 1.00(0.70-1.69) 734

RGA

BB Barone JAMA 300 23 2008
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type 2 diabetes & vascular outcomes

Number HR (95% 1) I* (95% CI)
of cases
Coronary heart disease* 26505 —— 2-00 (1-83-2-19) 64 (54-71)
Coronary death 11556 —— 2-31(2-05-2-60) 41(24-54)
Non-fatal myocardial infarction 14741 n— 1-82 (1-64-2-03) 37 (19-51)
Stroke subtypes®
Ischasmic stroke 3799 —— 2-27 (1-95-2-65) 1(0-20)
Haemaorrhagic stroke 1183 g 1-56 (1-19-2-05) 0(0-26)
Unclassified stroke 4973 —a— 1-84 (1-59-2-13) 33(12-48)
Othervascular deaths 3826 —a— 1-73 (1-51-1-98) 0(0-26)
T |
1 2 4

Figure 1: Hazard ratios (HRs) for vascular outcomes in people with versus those without diabetes at baseline

* fatal & non fatal CAD events

RGA Emerging Risk Factors Collaboration Lancet 375 June 26 2010



risks for macrovascular events

Table 2 Increase/decrease in relative risk”, holding everything else constant, for different types of macro-vascular events
and death from a change in risk factors levels

Risk factor (units)

HbAq. (1% increase)

Systolic blood pressure
(10 mmHg increase)

TotalHDL cholesterol
(1 unit increase)

Smoking

Myocardial Other Congestive heart Stroke, %
infarction, % IHD, % failure, %

13 (7-18) 13 (6-21) 17 (5-31) 14 (5-23)
11 (5-16) 10(3-19) 12 (04-25) 32 (21-43)
24" (0-55) 31° (0-74) — 12 (7-18)
41 (17-71) — — 43 (0.4-103)

12 (1-24)

Diabetes
mortality, %

Other
mortality, %

12 (2-22)

36 (3-79)

Figures are means (95% confidence intervals).
*Calculated using hazard ratios from UKPDS 68" where a positive (negative) value means increase(decrease) in relative risk.
®Estimated from the UKPDS outcomes model using a patient aged 55 years with the average risk factor levels of the UKPDS population.””

RGA

Leal Jose EHJ 2009 30 834 - 839
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type 2 diabetes & cause specific death

Emerging Risk Factors Collaboration

97 prospective studies with data for cause specific death

HR for cause specific death

« 1.80 any cause

2.32 vascular death

1.25 cancer death

1.73 non vascular non cancer death

1.88 cause of death unknown

NEJM 364 9 2011
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global prevalence of diabetes 2010
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predicted T2DM prevalence increase

millions of population

Hossain P et al NEJM 2007 Jan 18;356 (3):213-5
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diabetes prevalence %
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diabetes prevalence by age
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Wild et al. Diabetes Care 2004;27:1047-1053
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Adjusted hazard ratio

risk of diabetes by BMI

Hazard ratios by body mass index
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risk of developing diabetes by BMI & age

Adjusted hazard ratio

Hazard ratios for body mass index by age
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risk of developing diabetes by BMI & age
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risk of diabetes with family history by age

. Hazard ratios for family history by age
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Strong family history predicts a younger age of onset for
subjects diagnosed with type 2 diabetes

Median age at diagnosis of diabetes (years)

70 -

1

O |

Nil 1 2 3 4 56 =6
Number of relatives with diabetes

Yue D Diabetes Centre University Sydney
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diabetes & pre diabetes risk

Table 3. Multivariable-Adjusted Odds Ratios for Diabetes and Prediabetes.*
Variable Total Diabetes Prediabetes
Odds Ratio Odds Ratio
Male sex 1.26 1.06
Age, per 10-yr increment 1.68 1.37
Family history of diabetes 3.14 1.32
Less than college education 1.57 1.17
Overweighty 1.43 1.42
Obesitvi 2.17 2.05
Systolic blood pressure, per increase 1.17 1.12
of 10 mm Hg
Triglycerides, per increase of 50 mg/d| 1.28 1.20
(0.56 mmol/liter)
Urban residence 1.22 ) 0.90

mA The NEW ENGLAND JOURNAL of MEDICINE



diabetes control by HbA1c

blood glucose binds to red cells

glycosylated haemoglobin

HbA1c

red cell life span is 3 months

glucose saturation of red cells — control over 3 months

AIC assay and estimated average glucose values

AG (mg/di
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red cell lifespan 90 days
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diabetes control by HbA1c

HbA1c 7.0%

* reduces retinopathy

* reduces neuropathy

* reduces nephropathy

* reduces non fatal Ml & non fatal stroke (?)
HbA1c <6.0%

* 20% increase in all cause mortality in diabetics - ACCORD
HbA1c< 4.0%

* increases all cause mortality in non diabetics

HbAc as indicator of Diabetes Control

P o DRatees G 7008, 31 1473181

oo o 500 25




HbA1c predicts mortality
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death by urine aloumen & GFR

Cardiovascular death

 microalbuminuria

UMA & annual mortality rate

 no microalbuminuria 2.7%

5.9%

Hazard ratio
o = N W B (4] o

GFR <60

Micro GFR 60-89
Baseline Normo GFR290 pageline
albuminuria eGFR

Figure 2—Combined effects of albuminuria and eGFR levels at baseline on the risk for adverse
outcomes. The estimates are adjusted for baseline covariates, including age, sex, duration of

RGA

Lambers HJ Diabetes Care 34 Supp 2 May 2011
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Ix of any DM related endpoint vs SBP

Adjusted incicence per 1000 person years (%)

-

]Tr %  adjusted age, sex, DM duration
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Adler et al BMJ 321 (7258) 2000
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LE years post events in T2DM - Australia

Table 4 Predicted life expectancy® by age for men and women with Type 2 diabetes and no prior co-morbidities, following five major complications

60 years 70 years

80 years

Predicted life expectancy in years (95% CI)

1-month 1-month 1-month
Age at event SUrvivors SUIvivors Survivors
Men
Complication
Myocardial infarction 12.5 8.3 53
Stroke 11.3 7.4 4.6
Heart failure 5.2 4.3 31
Amputation 9.9 6.4 4.0
Renal failure 4.7 4.2 1.9
Women
Complication
Myocardial infarction 10.6 7.5 51
Stroke 10.6 7.5 5.1
Heart failure 6.1 5.2 3.9
Amputation 10.6 7.5 5.1
Renal failure 6.8 42 1.9

*Mean and 95% confidence intervals.

RGA Hayes AJ Diabetic Medicine 28 428-435 2011
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why are we still here

we know who will get diabetes
we know the mortality excess
we know LE after vascular events

we know the risks for mortality

31



type 2 diabetes

what exactly is diabetes

how is it defined

how should it be diagnosed

is diabetes the risk it used to be
are all diabetics the same

can we risk stratify

is diabetes always substandard

are our offers correct

32



distribution of blood sugar in populations

50 —
of

30 - . .
J blood sugar is a continuum

20 —

L

O | l I | =t | | | |

No of cases

20 45 6.7 90 mmol/|

40 80 120 160 200 240 280 320 360
Blood glucose (mg/ 100 ml)

33



distribution of blood sugar in populations
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diagnosis of diabetes

Table 3—Criteria for the diagnosis of diabetes

FPG =126 mg/dl (7.0 mmol/l)
OR

2-h plasma glucose =200 mg/dl (11.1 mmol/l) during an OGTT,

should be confirmed by repeat testing.

m 35




prevalence of retinopathy age 40 - 75
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prevalence of retinopathy age 40 - 75
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diagnosis of diabetes

Table 3—Criteria for the diagnosis of diabetes

AlC =6.5%.

OR
FPG =126 mg/dl (7.0 mmol/l)
OR
2-h plasma glucose =200 mg/dl (11.1 mmol/l) during an OGTT,

should be confirmed by repeat testing.

m 38




International Expert Committee Report on
the Role of the A1C Assay in the Diagnosis
of Diabetes

® The A1C assay has several advantages over laboratory measures of glucose.
® Diabetes should be diagnosed when A1C is =6.5%. Diagnosis should be confirmed with a
repeat A1C test.

® [f A1C testing is not possible, previously recommended diagnostic methods (e.g., FPG or
2HPG, with confirmation) are acceptable.

RGA Diabetes Care 32 7 July 2009
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HbA1c as a diagnostic test for diabetes

In June 2009, an international expert committee published a report recommending the use of
an HbA, . value of 6.5% or more as a diagnostic criterion for diabetes

As racial disparities in HbA; levels exist, the optimal threshold for diagnosing diabetes
varies by ethnic group

In the Chinese population, an HbA, threshold of 6.3% may be acceptable as a diagnostic
criterion for diabetes

In people at high risk of diabetes, an HbA, . threshold of 6.3% was more efficient than a
fasting plasma glucose threshold of 7.0 mmol/|

75 g oral glucose tolerance test

Normal glucose tolerance Impaired glucose regulation Diabetes
HbAu (%) (n=3748) (n=837) (n=301)
26.3* 74(2.0) 104 (12.4) 189 (62.8)

RGA Bao Yugian BMJ 2010 340 c2249



fasting glucose & CAD

A coronary heart disease B ischaemic stroke
40 71— Mo known history of diabetes at baseline survey A
—4— Known history of diabetes at baseline survey

- 5.6 mmol/l =100 mg/dl

mu“H“ S gttt

HR (95% CI)

b
/
0 Lﬁ"{ I I I T I T I I 4,74'{ I T I T
o 3 4 5 & W 8 g 10 0 3 4 5 b 7 8 g
0 Mean fasting blood glucose concentration (mmaolfL)

Mean fasting blood glucose ation {mmal/L)

Figure 4: Hazard ratios (HRs) for coronary heart disease and ischaemic stroke by baseline fasting blood glucose concentration

RGA Emerging Risk Factors Collaboration Lancet 375 June 26 2010



fasting glucose & death

2.5

2.0+
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Hazard Ratio (95% Cl)
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Cancer Death
(43 studies; 12,370 deaths)

Vascular Death
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Figure 2. Hazard Ratios for Major Causes of Death, According to Baseline Levels of Fasting Glucose.

FBSL > 5.6 mmol/l or > 100 mg/dl associated with excess mortality

NEJM 364 9 2011
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distribution of blood sugar in populations
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all cause mortality by HbA1c in non diabetics

5.0-
4.0~ HbA1-c at All-Cause Mortality
. Baseline Hazard Ratio
E v 3.01
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S5 201
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N e 5.5-5.9% 1.19
IO 1.0+
=
E hs 6.0-6.4% 1.61
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pre diabetes — impaired fasting glucose

Table 2—Categories of increased risk for
diabetes*

FPG

56-6.9 mmol/l - ADA
6.1-6.9 mmol/l - WHO & NHMRC

Al1C 5.7-6.4%

ADA Diabetes Care 33 1 Jan 2010
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incident diabetes for HbA1c <6.5%

HbA1c > 6.0 = high risk
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Figure 1—Plot of diabetes event probability against follow-up time, differentiated by baseline
HbA,,.

RGA Cheng P Diabetes Care 34 610 — 615 2011
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concordant

disconcordant

“two test” screen for diabetes

FPG <7.0 no diabetes
HbA1c <6.5

FPG > diabetes confirmed
HbA1c >

FPG >7.0

HbA1c <6.5

FPG <7.0

HbA1c >6.5
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repeat the abnormal test for discordant results

disconcordant

disconcordant

FPG

HbA1c

FPG

HbA1c

FPG

HbA1c

FPG

HbA1c

diabetes confirmed

no diabetes

diabetes confirmed

no diabetes
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diabetes is an Ml equivalent for mortality

100 e o€
—
80+ 1 T
age 55 - 60 [ -
£ 601 |
= f
2
2 |
3 404 \
)] —— Nondiabetic subjects without prior M| |
Diabetic subjects without prior Ml 1
—— Nondiabetic subjects with prior M|
20+ —— Diabetic subjects with prior Ml
0 1 I I I I I | |
0 1 2 3 4 5 6 7 8
Year
Figure 1. Kaplan-Meier Estimates of the Probability of Death from Coronary Heart Disease in 1059 Sub-
jects with Type 2 Diabetes and 1378 Nondiabetic Subjects with and without Prior Myocardial Infarction.
MI denotes myocardial infarction, I bars indicate 95 percent confidence intervals.

RGA Haffner SM NEJM 339 4 1998

normals

diabetics
heart attack

heart attack + diabetes
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diabetes is

diabetic with no M| has 40% lower total CAD event risk than non diabetic with Ml

RGA

not an M| equivalent for mortality

Study

Lee et al.
Evans et al.
Haffner et al.
Hu FB et al.
Lotufo et al.
Eberly et al.
Hu G et al.
Cho et al.
Wannamathee et al.
Natarajan et al,
Vaccaro el al.
Pajunen el al.
Natarajan et al.

Total

Diabetes alone
(No. of MI/
No. of subjecls)

141/1460
113/1155
180/890
161/3705
89/2317
17111122
159/962
113/1285
36/202
35/178
1087/4809
191/525
1271462

2603/19072

Prior M| alone Odds ratio Odds ratio
(No. of MI/ (95% CI) (95% Cl)
No. of subjects)
59/283 . 0.41 (0.30 to 0.57)
274/1347 - 0.42 (0.33 to 0.54)
13/69 » 1.00 (0.58 to 2.04)
61/1302 e 0.92 (0.68 to 1.25)
445/5906 — 0.49 (0.39 to 0.62)
1771658 - 0.49 (0.39 to 0.62)
373/1308 —- 0.50 (0.40 to 0.61)
364/2038 i 0.44 (0.35 to 0.55)
140/517 " 0.58 (0.58 to 0.59)
92/300 —— 0.55 (0.36 to 0.86)
1468/4625 0.61 (0.56 to 0.67)
254/559 N = 0.69 (0.54 to 0.88)
207/594 —— 0.71 (0.54 to 0.92)
3027/19506 ’ 0.56 (0.53 to 0.60)

0.2 0.5

=1
4

Favours diabeles as
not a CHD risk equivalent

15 2

v

Favours diabeles as
a CHD risk equivalent

Year

2004
2002
1998
2001
2001
2003
2005
2002
2004
2003
2004
2005
2005

Bulugahapitiya S Diabetic Medicine 2009 26 142 - 148
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type 2 diabetes & MI for all cause mortality

No Prevalent
Diabetes or Prior

Men With Prevalent Diabetes With No Prior Ml

1
Men With Prior MI
With No Prevalent

Mi Late Onset EHI’|]|' Onset Diabetes

Event (n = 3197) (n = 307) (n = 107) (n = 368)
All-Cause Mortality (n = 1080)

Rate (No. of events) 29.3 (784) 46.2 (108) 48.7 (41) 528 (147)
Age 1 [Reference] 1.51 (1.23-1.84) 2.10 (1.53-2.88) 1.65 (1.38-1.97)
Model 1° 1 [Reference] 141 (1.15-1.73) 1.96 (1.42-2.72) 1.56 (1.30-1.88)
Model 2° 1 [Reference] 1.39 (1.13-1.91) 1.85 (1.31-2.60) 1.56 (1.29-1.87)
Model 3¢ 1 [Reference] 1.31 (1.06-1.62) 1,68 (1.19-2.38) 1.48 (1.22-1.78)

« only early onset DM age <60 with duration > 16 years is equivalent to M| for mortality

* mortality x3 lower for new diabetes diagnosed age 66 compared to Ml age 66

 CHD event risk for DM diagnosed age > 60 duration 5 yrs is half

CHD event risk for DM diagnosed age < 60 duration 16 yrs

RGA

Wannamethee SG Arch Int Med 171 5 2011
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CVD & cause mortality per 100 patient years

CVD event risk and mortality by duration of diabetes

Table 3. Duration of Diabetes in 414 Diabetic Men Without Previous MI Aged 60-79 Years and Rates per 1000 Person-years
and Adjusted HRs of Major CVD Events and All-Cause Mortality®

Duration of Diabetes Meflitus, y

01 | =f

CVD events

Age-adjusted HR (95% Cl) 1 AL 1.3

Adjusted HR (05°% CI)? 1 119 149
All-cause mortality

R

Age-adjusted HR (95% Cl) 1 Al 1.3

Adjusted HR (05°% CI)? 1 All 1.3

RGA

Wannamethee SG Arch Int Med 171 5 2011
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Rate per 1,000

RGA

relative mortality is falling in diabetes

32 4 - 32 4
« 48,579 new T2DM
; males females
« followed 10 years
24 - / _ 241 * 6,635 deaths
1 E ~—a
16 - N 16 -
8 8
1997 1999 2001 2003 2005 2007 1997 1999 2001 2003 2005 2007
Year of Death Year of Death
SMR 1.38 SMR 1.27 SMR 1.62 SMR 1.44

Gulliford MC et al Am J Epidemiology 2009 169 455461 53



how well are we doing with DM in insured lives

« 42,000 issued policies in diabetics
« standard risk 25%
 substandard risk 75%

* 495 deaths

MR for all policies 171%

* MR substandard cases 187%

MR standard cases 132% - significant
* MR males 128% - not significant
MR females 139% - significant

RGA Milano AF J Ins Med 2005 37 89 - 100 4



type 2 diabetes

some new information

what exactly is diabetes

* how is it defined

* how should it be diagnosed

* is diabetes the risk it used to be
- are all diabetics the same

« can we risk stratify

* is diabetes always substandard

« are our offers correct
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diabetes update
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Medical Director RGA International - Sydney
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RGA

Where we began
* Originated in South Africa 1983

» Simple reason:

“ We have saved their lives...
but taken their life savings.”

Dr Marius Barnard

* Only covered the cost of
treatment




RGA
Where we began

* First trauma contract launched
in Australia 1986

* Accelerated benefit only

* Big 4 Events
e Cancer
* Heart attack
o Stroke
« By-Pass

* Initial focus ‘life
threatening/changing’




RGA

Development & where we are today

Trauma Events 2011

= heart attack

= heart surgery

= stroke

=  major cancer

- end stage renal failure
- end stage lung disease
- end stage liver failure

. major organ transplant
a aplastic anaemia

" heart valve surgery

. surgery to aorta

- pulmonary hypertension
- major burns

" head trauma & coma

- paralysis

: lupus nephritis

severe rheumatoid arthritis
osteoporosis with fracture
alzheimer’s & dementia
parkinson’s disease
motor neuron disease
multiple sclerosis
muscular dystrophy
blindness

deafness & loss of speech
meningitis & encephalitis
HIV

benign brain tumour
coronary angioplasty
severe diabetes

Etc etc
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Development & where we are today

* 60+ Specified events
e Stand alone
« Payment on diagnosis
e Partial payments
 Male & female specific benefits
* Reinstatement options
e Child trauma
 Guaranteed Future Insurability
e Severity based products
 Extended expiry to older ages
» Definitions simpler & consumer friendly
» Definitions more open to challenge
e Definitions more exposed to medical advances
» Pass back benefits




RGA

Development & where we are today

1986 ) 2011

> 60 impairments covered
= Heart Attack, Stroke, CABG, = Stand alone and accelerated

Cancer = Gender specific
= Accelerated (not 100% = Child trauma
acceleration) = Guaranteed Future
Insurability
= Buy back

= Reinstatement option
= Pass back benefits
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Challenges

* Medical
e Diagnosing iliness — advances
» Genetic testing — accessibility

» Speed & efficiency
* Overhaul of application question
e Automated underwriting systems
e Tele-underwriting and tele-claims
* Greater sums insured with less evidence

* Underwriting exclusions

* Overseas impacts
* Mobility of population
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Challenges

Impact of PSA screening in Australia

2001 Projected incidence 14000
Lo Projected mortality . | X £ 12000
160 1 : s
o 110000 o
g: 1201+ ’ + 000 t.‘:
< 100+ - &
@ . e T 6000 &
% 80 + Incidence IS e dad -
E 60T g = T 4000
= 5
40 + - % N
Maortality o} + 2000
20 T v JSA tests
.::| Frr e r|rrrrjrrrvrvovvre A A B | {]
1970 1975 1980 1985/ 1990 1995 2000 2005
Year

Smith DP et al, Med J Aust. 2008 Sep 15;189(6):315-8
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RGA
Challenges

* Medical
e Diagnosing iliness — advances
» Genetic testing — accessibility

» Speed & efficiency
» Overhaul of application questions
e Automated underwriting systems
e Tele-underwriting and tele-claims
* Greater sums insured with less evidence

* Underwriting exclusions

* Overseas impacts
* Mobility of population

11
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Statistics
RGA internal data

12
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Statistics
RGA internal data

Year of Birth

140
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[}
e
§ 100
(14
é 80
©
25 60
o
2 40
£
=]
= o0

® Year of Birth
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Statistics
RGA internal data

Primary Cause of Claim by Gender

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

Angioplasty

Benign Brain Tumour

Cancer

Coronary Artery By-pass

Heart Attack

Major Head Trauma

Multiple Sclerosis

Not a covered event

Other Cardiac Related Events

Other covered events

Parkinson's, Alzheimers, MND or Dementia

Stroke

B Male ®Female
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Statistics
RGA internal data

Cancer Claims by Gender

0% 10% 20% 30% 40% 50% 60%

Blood, Bone or Lymph
Bowel

Brain

Breast
Genito-urinary
Liver or Kidney
Lung

Mouth or Throat
Other

Pancreas
Prostate

Skin

Thyroid

Unspecified

H Male Female
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Statistics
RGA internal data

Primary Cause of Claim

0% 10% 20% 30% 40% 50% 60% 70%

Angioplasty

Benign Brain Tumour
Cancer

Coronary Artery By-pass
Heart Attack

Major Head Trauma
Multiple Sclerosis

Not a covered event

Other Cardiac Related Events
Other covered events
Parkinson's, Alzheimers, MND or Dementia

Stroke

M Australia B New Zealand
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Statistics

RGA internal data
Cancer Claims - By Type

0% 5% 10% 15% 20% 25% 30% 35%

Blood, Bone or Lymph
Bowel

Brain

Breast

Genito-urinary

Liver or Kidney

Lung

Mouth or Throat
Other

Pancreas

Prostate
Skin
Thyroid

Unspecified

M Australia ® New Zealand
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Statistics
FSC — KPMG 2010 Mortality & Morbidity Experience Study

Composition of Causes of Claim

Male - Industry 50% 14% 9% 26%

Female - Industry 79% Do%14% 15%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

D Cancer OHeart Attack O Cther Big4 a Cther
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Statistics
RGA internal data

Sum Insured and Age of Policy

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

‘ — ' ' i i ! i i i
PSS S S S S S S N
S N I —
I O

— T S —————————————————

S ——————————— ——

$2,000,000 or more

Less than $25,000
Between $25,000 and $49,999

Between $50,000and $99,999

Between $100,000 and $249,999

Between $250,000 and $499,999

Between $500,000 and $749,999

Between $750,000 and $999,999

Between $1,000,000 and $1,499,999

Between $1,500,000 and $1,999,999

HYr-1 EYr-2 MYr-3 HYr-4 EYr-5 HElater HUnknown
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Statistics
RGA internal data

Critical lliness Experience by Calendar Year

—=A/E Claims
—=A/E Claims (Ave)
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RGA
What the future may bring

Product Design — Architectural equivalent of current Trauma Products

21
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What the future may bring
Multipay Products

* heart attack e cancer « paralysis
- CABG * organ transplant  multiple sclerosis
o stroke * lung failure * motor neurone A
* valve surgery * liver failure  dementia & AD
e aorta surgery * renal failure  Parkinson’s A

e aplastic anaemia * poliomyelitis

« SLE * head injury

- IBD e coma

( o} « muscle dystrophy

22



RGA

hat the future may bring

verity based products

* Payouts are based on up to 6 levels of severity of the iliness or disability
* Means earlier payouts

» Levels have been set to ensure that claims paid out appropriately reflect the
impact that the illness has on the applicant’s lifestyle

How much?

Severity level

Pays 100% of the benefit cover

Pays 50% of the benefit cover

Pays 15% of the benefit cover

ImIHI:’I

Levels A-D available on the Primary Plan
All Levels available on the Comprehensive Plan
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Questions

25
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