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180 million people suffer from diabetes mellitus at the
present time. And there will be 300 million by the year 2025,
according to World Health Organization estimates. This
dramatic increase will also be reflected in the application
portfolio of the insurer. It is therefore all the more important
to be able to assess the different types of disease and also
the early forms of metabolic disorder with respect to the
real associated risk. Diabetic complications, HbA1c and
urinalysis findings provide reliable information about the

long-term prognosis.

Diabetes mellitus — Two main types

Diabetes is not just diabetes. Depending on the underlying cause, there
are different types of “sugar diabetes”. But the main problem is always

the same: the blood glucose level is too high.

Two forms of diabetes are commonly encountered in the
risk assessment, type 1 and type 2. In order to understand
the disease properly, a brief outline of glucose metabolism
in a healthy person is given here.

Carbohydrates consumed in the diet are split in the intes-
tines to give glucose, which is absorbed into the blood-
stream and carried to reach the various cells of the body
where glucose is urgently required as the universal energy
supply. In order to enter the cells, glucose has to penetrate
the cell walls; this requires the hormone insulin, which is
produced in the pancreas. Insulin acts like a key on the cell
walls to unlock and open the door for the glucose. Without
insulin, the glucose molecules cannot pass through the cell
walls and have to remain in the bloodstream. The concen-
tration rises in the blood while the cells starve. There are
various reasons for disorders of glucose metabolism.

The key is missing, the door remains locked:
Type 1 diabetes mellitus

With type 1 diabetes, incorrectly targeted antibodies
destroy insulin-producing cells in the pancreas. It is still
not clear why the immune system, which is supposed to
defend against bacteria and viruses, targets the pancreas,
but it means that insulin production first slows down and
then stops altogether. When the key is missing, there is
only one solution — a replacement key. From the onset of
their illness, people with type 1 diabetes require a regular
supply of exogenous insulin — insulin injections. Type 1
diabetes usually starts at a young age, often still in child-
hood.

The key is there but the door jams:
Type 2 diabetes mellitus

At the onset of type 2 diabetes, there is still enough insulin
present but it does not have the desired effect — the door
will not open as the key no longer works properly. Doctors
call this insulin resistance of the cells and it has a heredi-
tary predisposition. If one or both parents have type 2
diabetes, the risk of the children having this condition is



Munich Re, Medletter 08

considerably higher. But for the full blown disease to
develop, other factors also have to come into play: over-
weight and lack of exercise. Abdominal fat is particularly
dangerous as it releases substances that throw the fat
metabolism out of equilibrium and further intensify the
insulin resistance. People with type 2 diabetes often do not
need to inject insulin for the first few years of their illness.
The pancreas works overtime and produces even more
insulin to try and unstick the door. In the long term, how-
ever, the pancreas is overstrained, loses its strength and
finally fails. At this stage, these patients also need insulin
injections.

Insulin production and uptake of glucose in healthy people
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The pancreas produces insulin and releases it
into the bloodstream. This hormone acts as a
key to open the door so that glucose can enter
the cells.
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In type 1 diabetes, the pancreas does not produce any
insulin. The cells cannot take up glucose molecules from
the blood because the cell wall remains closed. The result:
the glucose concentration in the blood rises.

Diabetes mellitus - Two main types

Until a few years ago, the terms commonly used were
“insulin-dependent diabetes” or “juvenile diabetes” (type
1) and “non-insulin-dependent diabetes”, “adult-onset
diabetes” or “maturity-onset diabetes” (type 2). These
terms are confusing as in the advanced stages, “non-
insulin-dependent” type 2 diabetes is treated with insulin
anyway, and in the meantime “maturity-onset diabetes”
also occurs in younger people and even in children and

adolescents.

Type 2 diabetes mellitus

Pancreas

Insulin in the blood ®

Glucose in the blood
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Even though insulin is available in type 2 diabetes, the cells
do not respond adequately to the secreted insulin. The cells
walls remain closed; the blood glucose concentration rises.
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Raised blood glucose in the risk assessment

Blood glucose measurements are often to be found in the medical
reports used for risk assessment. So, if the value is elevated even though
the applicant has not been diagnosed as having diabetes, the question
arises of what this finding actually means. In answering this question, it
is important to be aware of the significance of the different analyses.

Fasting blood glucose

This is the routine screening method in risk assessment.
A blood sample is taken before breakfast in order to meas-
ure the blood glucose concentration. As the consumption
of food strongly influences blood glucose levels, at least
12 hours should have elapsed since the previous meal so
as not to give falsely high results.

The threshold limit for raised fasting glucose due to dys-
function of glucose metabolism has led to lively and con-
troversial discussion in the various health organisations
and medical professional bodies in recent years. Glucose
metabolism was previously considered to be impaired
with a fasting blood sugar between 110 mg/dl (6.1 mmol/l)
and 125 mg/dl (6.9 mmol/l). In 2003, the American Diabetes
Association (ADA) revised their diagnostic criteria. The
limits they took to be impaired fasting glucose (prediabetes)
were extended to 100 mg/dl (5.5 mmo/I) and 125 mg/dI,
because an increased risk of cardiovascular complications
can already be seen at the lower end of this range. At the
19th World Diabetes Congress in Cape Town in December
2006, the World Health Organization (WHO) and the Inter-
national Diabetes Federation (IDF) presented their latest
recommendations for the definition and classification of
diabetes mellitus. The result: the cut-off for “impaired fast-
ing glucose” remained at 110 mg/dl. In other words, WHO
and IDF did not follow the ADA recommendations. WHO
doubted whether the altered criteria would bring any bene-
fit to those affected in terms of the development of dia-
betes. In addition, the term “prediabetes” was changed to
“intermediate hyperglycaemia”. Whether this will become
established remains to be seen. In their basis of assess-
ment, Munich Re will follow the WHO diagnostic criteria.

If abnormal values in the diabetic range (> 125 mg/dl) are
obtained the first time, clients often reject these results.
Just repeating the fasting blood sugar does not remove the
suspicion of diabetes if there are any other indications of
metabolic syndrome (e.g. obesity, hypertension). In these
cases, an oral glucose tolerance test is the best way of get-
ting a clear answer as to whether someone has diabetes.
For people who are not clinically obese (BMI < 30) and who
claim that they were not fasting at the time of the blood
draw, a further fasting blood glucose measurement is usu-
ally sufficient in practice. Diabetes is unlikely if the second
result is below 110 mg/dl. Should the fasting blood sugar

be higher, it has to rated as “impaired glucose tolerance”
for values up to 125 mg/dl and as “type 2 diabetes” if the
result is greater than 125 mg/dl.

Urine glucose test

Glucose can be demonstrated in the urine very easily using
a simple test strip. A healthy person usually has no glucose
in the urine or hardly any. A glucose level above 15 mg/dl
(>0.84 mmol/l) indicates increased glucose excretion and
is referred to as glycosuria. In most cases, it is caused by
the glucose concentration in the blood being too high. The
kidneys do not excrete glucose in the urine until a certain
level (the renal threshold) has been exceeded; this is nor-
mally about 180 mg/dl (10 mmol/l). However, kidney dam-
age may lead to this threshold level being raised, so that
no glucose is excreted even when blood concentrations
are very high. Urine testing is therefore not suitable for
excluding diabetes. On the other hand, it can also happen
that glycosuria is found even though the blood sugar is

not at all elevated. For example, when there is otherwise
almost asymptomatic impairment of renal function — dia-
betes renalis — glucose is excreted continuously in the
urine despite normal concentrations in the blood. Glucose
also passes into the urine relatively easily during preg-

Blood glucose levels

Diabetic coma

Hyperglycaemia

180
Renal threshold
140
After food
100
. Fasting
Hypoglycaemia 60
mg/dl Hypoglycaemic coma

The blood glucose level is between 60 mg/dl
and 140 mg/dl in healthy people.
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nancy because the renal threshold sinks below 160-180
mg/dl. There are other causes of glycosuria but these are
relatively rare and will not be considered further here.

In risk assessment, evidence of glycosuria is taken to indi-
cate impaired glucose tolerance or even diabetes.

The renal threshold

Kidney VT T

] Glucose

With normal blood sugar levels
glucose is not excreted in the
urine, i.e. the kidneys are able
to retain the glucose.

If the blood glucose concentration
exceeds 180 mg/dl (renal thresh-
old) small quantities of sugar can
be detected in the urine.

Blood sugar levels of diabetics in the course of a day

mg% mmol/|

60 8.3
7.30 12.00 18.00 22.00
Breakfast | Lunch Evening
meal

B Urinary glucose M Renal threshold [ Normal blood glucose range

If a person with diabetes does not get
any insulin, the blood glucose levels vary
greatly over the course of the day.
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Raised blood glucose in the risk assessment

Oral glucose tolerance test (0GTT)

An oral glucose tolerance test (the response to a glucose
load) can be used to recognise both diabetes mellitus and
disorders of glucose metabolism promptly and reliably.
Impaired glucose tolerance is often a precursor of type 2
diabetes. Asthe oGTT procedure is fairly expensive and
time-consuming, however, it is not suitable for use as a
diabetes screening test in risk assessment. In the morning,
the person being tested has to drink 300 ml water in which
75 g glucose has been dissolved. This causes the blood
glucose concentration to rise very quickly, immediately
stimulating insulin secretion, which in turn causes the

Oral glucose tolerance test

mg/dl mmol/Il
200 11.1
180 / 10.0

160 / 8.9
140 / -~ 78

_____ ~ e e e ]
120 6.7
100 5.6
80 [TTTTANTTTTUN A TTTIIIT T 7 4.4
0 1 2 /3 la 5 h*

Person with diabetes
Healthy person

/|\ Blood draw “Hours after glucose load.

The oral glucose tolerance test
allows the positive diagnosis
of diabetes; this expensive test
is not suitable for screening
purposes.

Blood sugar levels of healthy persons in the course of a day

mg% mmol/l
240 13.3
180 10.0
160 8.9
140 - 7.8

60 3.3
7.30 12.00 18.00 22.00
Breakfast | Lunch Evening
meal

@ Normal blood glucose range

In healthy people the cells take up
glucose; the blood sugar levels there-
fore stay in the normal range between
60 mg/dl and 140 mg/dl.
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blood sugar levels to fall. Blood glucose concentrations are

measured at the start of the test and two hours after the
“sugar cocktail”. The fall in glucose levels is delayed in
patients with reduced insulin secretion or insulin resist-
ance; the result at 120 minutes is higher than that of a

healthy subject.

Risk assessment with impaired fasting glucose

Known diabetes
mellitus

Assessment

according to MIRA

> Diabetes mellitus
(age, HbA1c,
duration,
complications)

Fasting glucose
<110 mg/dl

No previously
known diabetes

Fasting glucose
110-125 mg/dl

Known diabetes
mellitus

Assessment

according to MIRA

> Diabetes mellitus
(age, HbA1c,
duration,
complications)

HbA1c not
available

Assessment according to MIRA
Please click on type 2 diabetes mellitus

> Age group XX

> General information on rating approach
> Previously undiagnosed diabetes

> Elevated Fasting Blood Sugar but no HbA1c available
> HbA1c rating category (duration of disease <5 years)

Raised blood glucose in the risk assessment

The oGTT is carried out if, for example, there is anything
which already suggests the possibility of type 2 diabetes
mellitus — clinical obesity or several family members

with diabetes. If the fasting blood glucose lies between

110 mg/dl and 125 mg/dl (6.1 and 6.9 mmol/l, respectively),
this test can be used to show whether the client really has
impaired glucose tolerance or diabetes. On the other hand,
the test is a waste of time if it is already known that the
client has diabetes, as it provides no additional informa-
tion about the quality of blood glucose control.

Fasting glucose
>125 mg/dl

Known diabetes
mellitus

No previously
known diabetes

No previously
known diabetes

Assessment

according to MIRA

> Diabetes mellitus
(age, HbA1c,
duration,
complications)

Assessment

according to MIRA

> Impaired glucose
regulation

HbA1c available

Assessment according to MIRA
Please click on type 2 diabetes
mellitus

> Age group XX

> (Duration of disease < 5 years)
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For diabetic mothers-to-be the key to an
uncomplicated pregnancy are good blood
sugar levels.

Risk assessment with impaired fasting glucose in pregnancy

Known diabetes mellitus

Assessment according to MIRA Fasting glucose <110 mg/dl
> Diabetes mellitus (age, HbA1c,
duration, complications)

Diabetes in pregnancy is not gestational diabetes

No known diabetes

Fasting glucose >110 mg/dl

Assessment according to MIRA
> Impaired glucose regulation

11
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Diabetes — The new basis of risk assessment

Medletter spoke with Dr. Achim Regenauer, Chief Medical Director of
Munich Re, about how the Munich Re Internet Risk Assessor (MIRA) deals

with diabetes mellitus.

The new basis of risk assessment on which an
applicant with type 1 or type 2 diabetes is rated seems at
first glance to be very different to what it was earlier.
Why these considerable changes?

The revision fulfilled two objectives:
firstly the MIRA assessment pathway, which previously
contained numerous tables because of the number of dif-
ferent products and was therefore overly complicated, had
to be made easier and quicker. And secondly, prognosis
parameters that recent studies have shown to be decisive
in the long-term course of the disease had to be included in
the assessment. The previous procedure was all right, but
there was a degree of uncertainty as to which prognosis
parameters are the most relevant; we know much more
about this now than we did a few years ago.

What changes are particularly striking?

Take episodes of hypoglycaemia as
an example: with intensive management and stricter — you
could also say “tighter” — blood sugar control, the glucose
concentration today falls into the hypoglycaemic range
below 50 mg/dl more often than it did in the past. Patients
who are managed this way often have two symptomatic
hypoglycaemic episodes a week, and so thousands of
these events during their lifetime. With this tighter blood
glucose control, hypoglycaemias are an everyday fact of
life for people with type 1 diabetes; such episodes are less
common for people with type 2 diabetes, who are often
treated without insulin. However, as periods of hypogly-
caemia play only a very subordinate role in the long-term
prognosis, we have taken them out of the list of assess-
ment criteria; other factors are far more important.

12

According to current knowledge, what factors
are critical in the prognosis of diabetes?

There have recently been long-term
studies with good statistical power that have shed more
light on the matter of prognostic factors. The outcomes of
these epidemiological studies have defined the structure
of our diabetes assessment. In particular, | should mention
the United Kingdom Prospective Diabetes Study (UKPDS),
the largest independent long-term study to investigate
different therapeutic regimens in patients with type 2 dia-
betes, and the Diabetes Control and Complications Trial
(DCCT) on type 1 diabetes, in which more than 1,400
patients were observed for ten years. Through comprehen-
sive analysis of these and other studies, we have identified
two parameters for evaluating the long-term prognosis:
the metabolic control and the duration of the diabetes.
There are several other clear markers of a complicated,
unfavourable course of the disease. The UKPDS showed
that the precise nature of treatment, whether tablets or
insulin, is not so important as long as it ensures optimal
control. HbA1c values required for this are below 7% - or
better still, below 6.5% — an upper limit also given in the
meantime by various consensus conferences. Complica-
tions increase considerably with every percentage point
above this level. The length of time since the onset of
disease is the second basic parameter that indicates the
long-term prognosis to be expected; it is less important
than the quality of the diabetic control.

And what signs indicate an unfavourable
course of disease?

We now know more about this, too.
For example, in the case of diabetic retinopathy, we have
learnt that minor, non-proliferative changes are so com-
mon that they have hardly any prognostic significance. In
contrast, pronounced proliferative changes are associated
with a very poor long-term prognosis. When it comes to a
loss of visual acuity, severe long-term effects are already
evident in other areas of the cardiovascular system. So this
is the point we have taken into consideration in the list of
serious complications used in risk assessment, by asking
whether diabetic retinopathy has caused any loss in vision.
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In addition, we have included smoking directly as an
important aggravating factor. Smoking increases the risk in
patients with diabetes in various ways: it has a sustained
effect in lowering HDL concentrations and increases levels
of the other lipids, which may lead to heart disease. It also
increases the risk of thrombosis and stroke. Many studies
have shown that smokers also tend to drink more alcohol
and that their diabetic metabolic disorder is often less easy
to treat. But finally the deciding factor was that the rela-
tionship between smoking and the mortality rate in dia-
betes has been very well investigated and confirmed. In
the meantime, The American Nurses Health Study, for
example, showed that after 20 years the mortality rate in
women with diabetes who smoke was about twice that of
diabetic colleagues who were non-smokers. Such clear
results have to be reflected in the rating.

What can you tell us about the development of
the rating levels?

Unfortunately, diabetes does not
have a particularly favourable course in the long term,
compared with other anomalies in our insured portfolio
which, by the way, also form a major part of the database
for this revision. This observation agrees with clinical epi-
demiological studies which show that, thanks to medical
advances, the prognoses of other diseases have improved
more than that of diabetes in recent years. We have now
more precisely defined the subgroups that need a cautious
approach, e.g. those with poor diabetic control or high
urinary protein excretion.

Is the rating now more conservative?

In the end, we have to establish risk-
adequate premiums and, in so doing, terms such as con-
servative and liberal are not very helpful. Certainly the rat-
ing basis is now much more differentiated. With HbA1c as
a very reliable marker for the long-term prognosis, people
with well-controlled diabetes and no complications can
now have lower premiums than before, and disability

insurance cover with acceptable conditions is also possible

in these cases.

Diabetes - The new basis of risk assessment

o

The revised assessment basis has now been in
use for a few months. What is the experience so far?

With the rapid change in lifestyle
and the raging epidemic of obesity in the little-developed
markets of Asia and South America, the number of people
with newly-diagnosed and less well-controlled diabetes
has increased considerably. Unfortunately, the HbA1c
value is not always available in these places, which has to
be taken into account as prognostic uncertainty in the rat-
ing, and means a higher extramortality rate. The procedure
itself has nevertheless found great acceptance. In the
developed markets in which HbA1c is available, applicants
with tightly-controlled diabetes and correspondingly low
HbA1c are in a more favourable situation. Feedback has
been very satisfactory.

At the present time, various new oral antidia-
betic agents, new insulins, and modes of administration
are coming on to the market - inhaled insulin, for ex-
ample. Is the next revision already in sight?

Studies have so far shown that the
nature of the treatment is less important for the long-term
prognosis than the metabolic control, as measured by the
glycosylated haemoglobin (HbA1c). Whether inhaled
insulin in particular will come into its own is still very ques-
tionable at the present time. The new therapies really are
new and as a result there are not yet any long-term data on
their therapeutic effects — irrespective of the HbA1c. But
because diabetes is becoming more and more widespread
throughout the world, it is still on our “top watch list”. We
shall of course take appropriate action if it becomes neces-
sary; however, there is no timeline at the moment.

13
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Consequence of a “modern” lifestyle:
The diabetes epidemic

Diabetes mellitus is spreading worldwide like a tidal wave.
Especially in certain parts of Asia today, food supplies that
formerly combated nutritional deficiencies are now lead-

ing to a rapidly-increasing number of people with diabetes.

India and China are currently at the top of the lists of coun-
tries with the highest numbers of people with diabetes.
Riding mopeds instead of bicycles, eating hamburgers
instead of traditional Asian food, and drinking Coca-Cola
instead of water —these far-reaching changes in lifestyle
are leaving their traces. Recent studies have shown that in
China’s boom areas one in five eleven-year olds is over-
weight, with the corresponding figure being one in six for
New Delhi. The urban lifestyle means that these countries

14

are facing new patterns of disease; the frequency of
chronic disease is increasing dramatically, especially that
of diabetes mellitus. Even so, this condition is showing a
few special features in Asia: lack of exercise and an
unhealthy diet are not the only causes — there must also be
a genetic predisposition, as the onset of type 2 diabetes is
a good ten years earlier in these countries than in Europe.
The number of women in India affected with gestational
diabetes, for example, is particularly striking and without
effective early recognition and prompt treatment this con-
dition carries an increased risk of diabetes for both mother
and child.

Obesity in children is by no means
a problem confined to the western
world, nor is it merely an aesthetic
one - today’s fat kids will be the
people with diabetes tomorrow.
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Estimated prevalence of diabetes, 2007

>20%
14-20%
10-14% Ty :
8-10%
6-8% ; - 4
4-6%
<4%

Source: Diabetes Atlas Third Edition, © International Diabetes Federation, 2006

According to all estimates,
diabetes will be a worldwide
problem in 2025.

Estimated prevalence of diabetes, 2025

>20%
14-20%
10-14%
8-10%
6-8%
4-6%
<4%

Source: Diabetes Atlas Third Edition, © International Diabetes Federation, 2006
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Insulin for inhalation: A breakthrough in the treatment of
diabetes?

In January 2006 the regulatory bodies in Europe and the
USA granted marketing authorisation for the first insulin to
be administered by inhalation. This is simply sprayed into
the back of the throat and reaches the bloodstream via

the lungs. It would be a relief for many diabetics to replace
their insulin injections — sometimes necessary several
times a day — with a simple deep breath from an inhaler.
And it is precisely those people with type 2 diabetes (which
first presents in an older age group) who often put off
making the necessary change to insulin for a long time,
because they are afraid of the injections. Even so, at the
moment it does not seem likely that more and more people
with diabetes will switch to the new form of treatment in
the coming years. So far there is only a short-acting form
of the insulin preparation, which is taken before meals

and is rapidly available. However, as a rule, a long-acting
baseline insulin still has to be injected —the time for saying
goodbye to unpleasant injections for ever is not yet at
hand.

Blood glucose monitoring shows that the inhaled form
seems to function as well as the modern intensive insulin
therapy: HbA1c levels fall. Nevertheless, there are indica-
tions of adverse effects and unexplained long-term risks:
some people’s lungs react to the unaccustomed insulin
dust by coughing and antibodies develop to the foreign
body material. As long-term use could possibly damage
the lungs, people with asthma or chronic pulmonary dis-
ease, and smokers, are currently excluded from this ther-
apy. The German Institute for Quality and Economics in
Healthcare [Institut fur Qualitat und Wirtschaftlichkeit im
Gesundheitswesen (IQWiG)] did not find any evidence
from comparative studies that inhaled insulin has any
greater therapeutic benefit than subcutaneous insulin.
On the contrary, they found that there is a greater risk of
severe hypoglycaemia when insulin has been inhaled;
they also noted that the studies came to no firm conclu-
sions about satisfaction with treatment or the quality of
life.
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Feeling nothing of the danger: The silent myocardial
infarction

There may sometimes be indications of an earlier heart
attack in the electrocardiogram (ECG) presented for risk
assessment — without the applicants admitting to such an
event. It is possible that they are hiding a significant part
of their medical history but it is also possible that they
themselves were not previously aware of having had an
infarction, as a heart attack may sometimes occur without
any symptoms — a silent myocardial infarction.

The early warning system often fails, especially in people
with diabetes: they experience the episodes of angina
pectoris which usually precede the cardiac event as little
as the heart attack itself. Despite the lack of symptoms, a
silent infarction still has its effects on the heart muscle
(myocardium). In fact, if there is no pain, the myocardial
infarction is all the more treacherous, as treatment is given
much too late or not at all. But the myocardial scar consid-
erably reduces life expectancy.

People with diabetes are particularly susceptible to silent
infarcts, as their perception of pain may be altered by
changes in the nerves due to the diabetes. This is referred
to as diabetic neuropathy and is also responsible for the
fact that those affected do not feel when one of their shoes
is too tight. The result: “diabetic foot”. The situation is sim-
ilar for patients with diabetes who also have heart disease
—they are not able to perceive the myocardial ischaemia
(lack of blood supply to the heart muscle). Their prognosis
is highly unfavourable as there are no warning symptoms.
They do not feel ill and are therefore tend to be treated
somewhat perfunctorily.

What do you need to do if changes typical of infarction are
visible on the ECG but there is no history of a heart attack?
If it is not possible to obtain findings from further investi-
gations, rating has to be carried out on the same basis as if
there were a known history of heart attack. Applicants with
diabetes thus cannot be offered life or disability insurance,
or critical illness (Cl) cover. But as the signs of infarction on
the ECG may also be “false positive”, an ultrasound scan
of the heart (echocardiography) can remove any lingering
doubts. If there has really been a myocardial infarction, the
echocardiogram shows myocardial scars. If this is not the
case, a heart attack can be ruled out and the rating based
only on the other risk factors.
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A health centre in the Caribbean:
family planning, HIV prevention,

and diabetes are the main health-
care topics in many countries.
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A case in practice - Type 2 diabetes

18

52-year-old management consultant
Cover applied for: Life and disability insurance
Critical illness (Cl/Dread disease); Accidental disability benefit

Information supplied by the client: Has been treated for type 2 diabetes mellitus
for the past four years. Diabetes was diagnosed from a chance finding at the
time of hospital admission for a skiing injury. In addition to tablets, he has been
injecting insulin for the past three years. To date, he has experienced only one
“hypoglycaemic episode”, which did not, however, entail a referral to hospital.
Two medications ensure that his hypertension is well controlled. The client
smokes 10-15 cigarettes a day; he has lost 5 kg in weight in the last two years.
In the past year, retinal laser therapy was performed twice, visual acuity is not
reduced (VA 1).

Medical report (normal range given in brackets): 173 cm, 91 kg; blood pressure
135/95 mm Hg; Hb 14.5 g/dl (13-18 g/dl); leucocytes 13,600/mm?3 (up to
10,800/mm?3); platelets 250 000/mm? (150,000-440,000/mm?3); fasting blood
sugar 88 mg/dl (< 100 mg/dl); HbA1c 8.0%; urine NAD

Life: +250% extramortality
Disability insurance: Decline
Accidental disability benefit: +50%
Critical illness (Cl): Decline

As in this case, type 2 diabetes is often discovered purely as a chance finding
some years after its onset. It is usually not known for how long the metabolic
disorder has been left untreated. As the applicant previously weighed more
than he did at the time of application, the diabetes can be considered the result
of longstanding overweight and a predominantly sedentary lifestyle. The blood
pressure is not sufficiently well controlled — the ideal would be 120/80 mm Hg.
In people with diabetes the threshold limit is set lower than for non-diabetic
persons, as even a slight increase in blood pressure can worsen the prognosis
considerably. A BMI only just above 30 still indicates clinical obesity, which
makes it more difficult to control the blood pressure and the blood sugar. Even
if the fasting glucose is within the normal range, the clearly elevated HbA1c

of 8.0% shows that the diabetes is not properly controlled on average (target:
HbA1c < 6.5%) and so the long-term prognosis is unfavourable. Smoking also
has a negative effect on this. The leucocyte count is often elevated in smokers —
an indication that smoking chronically activates the immune system. Even
though laser treatment had been carried out twice for diabetic retinopathy, the
visual acuity has not been affected —the visual acuity is 1 and thus normal (see
Medletter 01 on this topic). The retinopathy is therefore not taken into particular
consideration in the rating.
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