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By Amanda Stow 

Introduction 
Genetic test results have long been used in Australia in the assessment of life insurance applications. Over this 
time whether or not insurers should have the right to ask for and use genetic test results has been a highly 
contentious issue. In this paper, I will review the current guidelines around the use of genetic test results and 
the changes that will come into effect on 1 July 2019, as well as what our overseas counterparts do, and 
outline various arguments for and against the use of genetic test results.   

What is a genetic test? 
A genetic test identifies changes in chromosomes, genes or proteins and can confirm or rule out a suspected 
genetic condition or help determine a person’s chances of developing or passing on a genetic disorder.1 To 
remove any confusion for the public, the Financial Services Council specify that for life insurance purposes this 
does not include any non-genetic medical tests (for example, blood or urine tests for proteins, cholesterol, liver 
function or diabetes), even if they are to test for a condition that may have a genetic origin2. 

There are two type of genetic testing:3  
 Diagnostic genetic tests - these confirm or rule out a diagnosis based on existing symptoms, signs or

abnormal non-genetic results which indicate that the condition in question may be present.
 Predictive genetic tests – these predict a future risk of disease in individuals without any symptoms of a

genetic disorder.

Historically genetic testing tended to be done only on selected genes for monogenic conditions, however in 
recent years it has become possible to affordably and quickly sequence the whole genome. In 2017, whole 
genome sequencing could be done in a couple of weeks for a cost of around US$1,000, down from around 
US$100,000,000 in 2011, and it is only expected to get cheaper and faster in future.4 As a result, many 
companies, such as Veritas5 and 23andMe6, have sprung up offering direct-to-consumer testing. 

Do other countries allow the use of genetic test results? 
Many countries prohibit or restrict the usage of genetic test results in the life insurance industry: 
 Canadian life insurers do not require disclosure of genetic tests results under certain sums insured. 7
 British life insurers do not require disclosure of predictive genetic tests results for sums insured under

£500,000 life, £300,000 critical illness and £30,000 per annum income protection. The only predictive
genetic test result that can be used over these limits is for Huntington’s disease and that can only be used
for life cover (and no other covers).8 Note that this only relates to predictive tests and not diagnostic
tests.

 Austrian life insurers only require disclosure of genetic tests that are used in the diagnosis of existing
disease, for steering or optimisation of a therapy or assessment of prognosis.9

 Numerous countries explicitly prohibit the use of genetic test results by life insurers including Argentina,
Belgium, Bulgaria, Denmark, Estonia, France, Iceland, Ireland, Israel, Lithuania, Luxembourg, the
Netherlands, Portugal and Sweden.10

Other countries, such as China, Japan, India and Singapore allow the industry to self-regulate, though it is 
expected that Singapore will introduce a moratorium in the future.11 

What does Australia currently do? 
The industry follows the FSC Standard 11 Genetic Testing Policy, though this is soon to change. 

1 US National Library of Medicine, What is Genetic Testing? (28 May 2019) <https://ghr.nlm.nih.gov/primer/testing/genetictesting>  
2 Financial Services Council, Consultation Draft Life Insurance Code of Practice (2018) 75 < https://www.fsc.org.au/resources/1695-life-insurance-
code-of-practice-with-appendix> 
3 Association of British Insurers, Code on Genetic Testing and Insurance (October 2018) 4 < 
https://www.abi.org.uk/globalassets/files/publications/public/genetics/code-on-genetic-testing-and-insurance-final.pdf> 
4 Armuss, Andreas, Developments in Genetics and Genomics in the Context of Newly Introduced Moratoria: What can be Expected?, Munich Re 
Presentation 5 June 2019
5 www.veritasgenetics.com 
6 www.23andme.com 
7 Rothstein, Mark, ‘Time to End the Use of Genetic Test Results in Life Insurance Underwriting’ (2018) 46 Journal of Law, Medicine and Ethics 796-
797 
8 ABI (n 3) 5
9 Armuss, Andreas (n 4) 
10 Rothstein, Mark (n 7)
11 Armuss, Andreas (n 4) 



Standard 11, as it currently stands, includes the following provisions:12 
 Members should not initiate any genetic tests on applicants for insurance. 
 Members may ask applicants to provide existing genetic test results for the purposes of risk classification. 
 Members should not ask applicants to provide genetic test results for the purposes of risk classification in 

circumstances where an applicant’s genetic test results were used solely for the purpose of a medical 
research study conducted by an accredited university or medical research institution where: 
 The test results are not known by an applicant and will not be provided to the applicant, or 
 The applicant has specifically requested no to receive the results. 

 When assessing the cumulative risk associated with an applicant’s genetic test result, members should 
consider the potentially-beneficial effects of medical screening, early diagnosis and treatment on an 
applicant’s long-term health outlook. 

 
What is changing on 1 July 2019? 
The FSC are issuing an FSC Standard which will be a Moratorium on Genetic Test in Life Insurance and will take 
effect from 1 July 2019.  
 
The moratorium will encompass the following:13 
 As part of the application process for the benefits listed below, life insurers may only ask for or use the 

results of a previously taken genetic test if the total amounts of cover for the applicant, including both the 
cover being applied for and any existing individual and group insurance cover with all life insurers in 
aggregate, is more than the following: 
 $500,000 of lump sum death cover 
 $500,000 of TPD cover 
 $200,000 of critical illness cover 
 $4,000 a month of income protection or salary continuance cover 

 Where an applicant’s total amount of cover exceeds one of the limits above, a life insurer may ask for and 
use the result of a previously taken, planned or considered genetic test when assessing the full amount of 
cover being applied for across all types (except where the genetic tests were undertaken as part of 
medical research where the results will not be provided to the individual). 

 Life insurers will take the following into account as part of the underwriting assessment: 
 A favourable genetic test result an applicant chooses to disclose, for example, to show that they are 

not carrying a gene pattern associated with developing an illness that runs in their family 
 Preventative treatment, or adherence to preventative measure, which reduce the possibility of 

developing an illness that runs in the family 
 
Arguments for using genetic testing 
The main two arguments for the continued use of genetic test results by life insurers are: 
 To allow for accurate risk classification and actuarial fairness 
 To allow the industry to embrace genomics and improve customer engagement  
 
Risk classification and actuarial fairness  
The process of underwriting ensures that each individual’s risk factors are accurately classified and they are 
charged an appropriate premium for the level of known risk they bring. If risk is not accurately classified, this 
can have implications on the insurer’s long-term financial viability as well as being seen as being unfair to 
policyholders who are paying for their known level of risk.  
 
Advocates of the use genetic test results believe that genetic risk is just as important as any other type of risk. 
It has long been argued that it is unfair to protect one risk group over others and to make exemptions for 
some risk factors. Doing this would lead to people with ‘traditional’ risks, such as heart attacks, to be charged 
higher premiums than applicants with serious genetic risks.14 Many others, including Van Hoyweghen et al15, 
agree that an exemption for genetics would not be fair to those individuals who bring an equivalent level of risk 
from non-genetic sources and who have to pay in full or are denied cover. 
 
There is also a view that ignoring genetic test results could also have adverse financial implications for the 
insurance industry. An April 2017 report commissioned for the Actuaries Institute of Australia provided the first 
hypothetical modelling on the potential impact of wider population genetic testing on the Australian insurance 
market and the results suggest that if genetic testing were to become widespread (based on a rise from 0.5% 
to 2% of the population having tests), the potential impact on claims costs could be material and anti-selection 
risk would significantly increase.16 A similar report from the United States Society of Actuaries warned that 
expected new business claim costs for US insurers could increase 4% to 8% if the future applicants know the 
results of genetic testing while the insurer does not.17  
 

                                       
12 Financial Services Council, Standard No 11- Genetic Testing Policy (2016) < https://www.fsc.org.au/web-page-resources/fsc-standards/1517-
11s-genetic-testing-policy> 
13 FSC (n 2) 75 
14 Morris, Louise, ‘Life Insurance and Genetic Risks: Risks for Insurers and Society’ (2010) 12(3) Health, Risk and Society 259 
15 Van Hoyweghen, Ine, Klasian Horstman and Rita Schepers, ‘Genetics is not the Issue: Insurers on Genetics and Life Insurance’ (2005) 24(1) New 
Genetics and Society 82 
16 Newson, Ainsley et al, ‘Genetics and Insurance in Australia: Concerns around a Self-Regulated Industry’ (2017) 20 Public Health Genomics 253 
17 Roberts, Jeff, ‘The Time is Now’ (2019) Best’s Review January 2019 37 



Under this view, ignoring genetic test results unfairly discriminates against applicants with traditional risks and 
would lead the industry down a slippery slope as well as jeopardise the financial viability of the insurance 
industry therefore no exceptions should be made. 
 
Embracing genomics and improving customer engagement 
Jon Sabes, CEO of US insurer YouSurance, believes that epigenetic testing will eventually be more precise than 
traditional underwriting tools and be far less invasive than paramedical exams that often discourage first-time 
applicants18 and therefore encourages the insurance industry to embrace genomics rather than moving to 
disregard it. 
 
Additionally, genetic test results have the ability to be useful not only at application stage but also throughout 
the life of a policy holder. RGA has been working with King’s College London over the past two years 
researching genomics developments and how this could be applied to insurance and have found that polygenic 
risk scores – a measurement that identifies and combines multiple genetic variants to calculate someone’s 
predisposition to disease – make a ‘significant contribution to risk prediction for incidence and death from 
breast cancer and coronary artery disease, above and beyond typical underwriting risk factors’.19 Having 
knowledge about genetic risks can motivate lifestyle changes by providing ways for people to act on it such as 
by improving diet, increasing exercise and undergoing medical screenings. So, while others argue that the use 
of genetic testing prevents early intervention, there is no reason why the insurance industry couldn’t look to 
become partners in their policyholders’ ongoing health by encouraging and rewarding ongoing screening and 
lifestyle changes. There are already a few international insurers that do this including Prudential Hong Kong 
who began providing DNA-based health and nutrition testing to policy holders in 2016.20 
 
If insurers used genetic test results to encourage and work with policyholders to ensure they are managing 
their risk factors, this in turn has the potential to foster positive and longstanding relationships between the 
insurer and policyholder as well as ensuring the ongoing financial viability of the industry though customer 
loyalty. 
 
Arguments against using genetic testing 
There is a great deal of negative sentiment around the use of genetic tests in insurance applications and the 
main arguments against the use of genetic tests are: 
 The impact of public mistrust on early intervention and scientific research 
 The low utility value of the tests  
 The low financial impact to insurers  
 The degree of inaccurate underwriting and assessment 
 
Impact of public mistrust on early intervention and scientific research 
One of the biggest arguments by those who support a prohibiting the use of genetic test results is that the 
public mistrust of how insurers can use their genetic data makes individuals wary and more reluctant to 
undertake genetic screening. This has the flow on effects of preventing early intervention in at-risk individuals 
and can also limit medical research through lack of willing participants. 
 
Rothstein21 states that genetically at-risk individuals would be more likely to undergo genetic testing if 
insurance companies were prohibited from accessing and using their genetic test results and that such a 
change would promote early medical intervention and for many individuals it would mean improved health and 
life expectancy. This could be by way on early detection of certain conditions through regular screening, such 
as Lynch Syndrome, or making lifestyle changes to reduce their predisposition to other conditions. 
 
With more and more research and attention on genomics and epigenetics, there is also increasing need for 
participants who are willing to share their genetic data for the good of science.  Due to fear of negative impacts 
on their insurability, some individuals may elect not to participate in genomic research.  If this was to occur on 
a large scale, it would not only reduce early intervention rates for at-risk individuals but would also hinder 
medical research and advancement which could have ill-fated consequences. Joly et al22 assert that a broad 
international consensus among life insurers not to request genomic research would effectively promote public 
trust in the practices of the life insurance industry, foster research participation and ultimately contribute to 
the generation and circulation of more medical and actuarial data to the benefit of all of society. 
 
Low utility value of the tests  
Research suggests that genomics and genetic test results have less value to the calculation of mortality risk 
than is generally assumed23, which further supports the argument for prohibition of their use in life insurance. 
 
Rothstein found that for a genetic-related disorder to have demonstrable importance for medical underwriting 
in life insurance it must have all of the following characteristics:24  
1. It must have adult onset. A person having a disorder with childhood onset, such as type one diabetes, will 

be symptomatic by the time of a typical application for life insurance. 

                                       
18 Roberts, Jeff (n 17) 
19 Roberts, Jeff (n 17 )34 
20 Roberts, Jeff (n 17) 
21 Rothstein, Mark (n 7) 794 
22 Joly, Yann et al, ‘Life Insurance: Genomic Stratification and Risk Classification’ (2014) 22 European Journal of Human Genetics 577 
23 Rothstein, Mark (n 7) 
24 Rothstein, Mark (n 7) 795-796 



2. It must have a high penetrance, which means a significant likelihood that a gene variant will be 
expressed. 

3. It must have a high absolute risk, meaning there is a substantial risk that an individual with a risk-
conferring genotype will get the disorder. 

4. It must have a high relative risk, meaning that individuals with the risk-conferring genotype are 
significantly more likely to express the particular condition than other individuals. 

5. It must be a high mortality rate for the condition and a lack of effective treatment, especially if the 
disease is not detected early. 

6. There must be a lack of family history of the disorder because if there were a family history then genetic 
test results would be less valuable. 

 
Some conditions that Rothstein determined that meet the above six criteria are early-onset Alzheimer’s 
disease, some neurodegenerative disease such as amyotrophic lateral sclerosis and Huntington’s disease, some 
hereditary cancers such as some breast and colon cancers, and some syndromic conditions including Li-
Fraumeni syndrome and Lynch syndrome.25 As overall there are relatively few genetic-related disorders that 
meet all six criteria, it can be argued that the results of such tests are of limited value in life insurance 
assessments.  
 
It is also argued that the use of family history still allows insurers to adequately assess risk in this regard 
without the need for the use of genetic test results. Rothstein26 states that age, current health status, 
occupation, hobbies, smoking and other behavioural risk factors and family health history remain extremely 
valuable for assigning individuals to the appropriate risk category and will continue to be for a long time to 
come. This view is also shared by Christoph Nabolz of Swiss Re who says the evidence thus far is lacking that 
polygenetic risk scores can make ‘a significant change in the risk assessments’.27  
 
In particular, family history is an especially important risk differentiator in underwriting as it covers both mono- 
and polygenic risk.28 For example, a female applicant with a strong family history of breast cancer and a 
negative genetic test for the BRCA gene, may still have a polygenetic component that increases her risk of 
breast cancer despite the negative genetic test.   
 
Low financial impact to insurers 
While there has been much talk about the potential adverse impact that prohibiting the use of genetic testing 
could have on the life insurance industry, other evidence is suggests the opposite. Tiller et al29 argue that the 
increase in claims costs noted in the previously mentioned Actuaries Institute report are actually based on a 
set of worst-case assumptions that are unlikely to be met in the real world. They also note that individual 
modelling undertaken elsewhere, including in Canada prior to legislation being passed, indicates that a ban on 
the use of genetic test results would not have a significant effect on the operation of a reasonably sized life 
insurance market.30 
 
Recent modelling done on the Australian life insurance market by Munich Re also indicates that the potential 
impact will be less than expected. While their modelling only takes into account monogenic risk and life and 
critical illness products, their findings suggest that the impact to life and critical illness will be limited due to 
the restrictions on the sums insured covered in the moratorium, and further, that the increase in mortality in 
the insured portfolio will only be around 1.7%.31 
 
Inaccurate underwriting and assessment 
Interpreting both the results of genetic tests and their significance is becoming increasingly complex, especially 
with the ready availability of whole genome sequencing. Increasingly specialised knowledge is required to 
determine accurate and useful statistics and probabilities related to the results, and consequently underwriters 
may adopt unjustified caution when using genetic information to determine an individual’s life insurance 
contract.32 This may lead to individuals being charged a higher premium than necessary, conditions being 
unnecessarily excluded or even cover being declined.  
 
An example of this is documented by Keogh et al in an article in the Medical Journal of Australia.33  In this 
particular case an individual in his early twenties was denied cover for cancer by two life insurers due to having 
a mutation in the MSH6 gene, which is associated with Lynch syndrome. Feeling this was unfair, the individual 
read published epidemiological research articles, communicated with the authors and worked out that his risk 
of colorectal cancer if he underwent a yearly colonoscopy was the same as the general population risk. 
Ultimately, after complaining to the Human Rights Commission, he was offered a policy with full coverage so 
Keogh et al use this case as evidence of the high level of initiative and proactivity required for a consumer to 

                                       
25 Rothstein, Mark (n 7) 796 
26 Rothstein, Mark (n 7) 795 
27 Roberts, Jeff (n 17) 35 
28 Armuss, Andreas (n 4) 
29 Tiller, Jane, Margaret Otlowski and Paul Lacaze, ‘Should Australia Ban the Use of Genetic Test Results in Life Insurance?’ (2017) 5(330) Frontiers 
in Public Health 
30 Tiller, Jane et al (n 29) 3 
31 Armuss, Andreas (n 4) 
32 Morris, Louise (n 14) 262  
33 Keogh, Louise and Margaret Otlowski, ‘Life Insurance and Genetic Test Results: A Mutation Carrier’s Fight to Achieve Full Cover’ (2013) 199(5) 
Medical Journal of Australia 363-366  

 



achieve a fair result. They argue that few Australians would be in a position to pursue the level of research and 
advocacy undertaken by this individual, who happened to be a professional with scientific training. They also 
suggest that this result showed that the insurer lacked the actuarial data to back up the original assessment. 

Conclusion 
The various arguments outlined here indicate that there are valid reasons for both using and not using genetic 
test results to assess life insurance applications and there is no simple answer as to which is the right way to 
go. Some of this decision will be taken out of the hands of life insurance companies when the FSC’s Moratorium 
on Genetic Testing comes into effect. 
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How ‘critical’ is low risk prostate cancer? 

Introduction 

Often leaving medical experts bewildered, early stage 

prostate cancer continues to be a topic of debate with 

regard to timeous screening and intervention. The majority 

of affected men with early stage disease will have an 

excellent life expectancy and a low risk of progression to a 

life-threatening malignancy
1
. Insurers design critical illness 

policies with the intention being to cover medical 

conditions that are likely to have a life-changing impact on 

the life insured, with payment alleviating financial pressure 

as recovery and adjustment to an altered way of life take 

place. Should insurers include lower risk prostate cancer in 

such products or are they well positioned to exclude these 

altogether, considering the favourable outcome? 

Background 

Prostate cancer is commonly known as the cancer that 

many men die ‘with’, and not ‘from’, with most types 

behaving in a biologically indolent manner and thus 

complicating the decision on best treatment. The prostate-

specific antigen (PSA) test, used since the 1980s, has 

resulted in screening controversy with unnecessary 

biopsies being performed, over-diagnosis of indolent 

cancers, and excess morbidity. The implementation of 

screening programs within developed countries has led to 

the incidence of prostate cancer being more than double 

that seen in developing countries and globally this still 

remains one of the most commonly diagnosed cancers in 

men
2,

 
3
. This cancer is unique to insurers in that applicants 

                                                           
1 Prostate Cancer Foundation of Australia, September 5 2017; What is cancer? 
2 See footnote 1 

may harbour an existing untreated tumour at the time of 

underwriting and still expect reasonable life cover to be 

offered. On the other hand, accepting these lower risk 

cancers as being ‘critical illnesses’ remains a challenge.  

In order to best predict how men with localised prostate 

cancer would respond to treatment (both the risk of 

mortality and recurrence), risk stratification schemes have 

been developed based on the PSA level, biopsy Gleason 

score, and 2002 American Joint Committee on Cancer 

(AJCC) T-category. Low risk disease can be defined as “PSA 

≤ 10 ng/ml and a Gleason score of 6 or less and clinical 

stage T1 or 2a”
4
 and while some low risk tumours still 

result in undesirable outcomes, there is currently no other 

predictive assessment tool available that can evaluate these 

low risk prostate cancers more definitively. Intermediate 

and high risk diseases (having higher PSA levels, Gleason 

scores and clinical staging) typically involve more sinister 

tumours with greater risk of rapid spread and ultimate 

fatality
5
 and are already being detected with a high level of 

accuracy by multi-parametric magnetic resonance imaging 

mpMRI) – an emerging predictive diagnostic biomarker 

test
6
. 

                                                                                                 
3 Srikanta Banerjee, Aaron Kaviani. International Journal of Clinical and 
Experimental Medical Sciences. Worldwide Prostate Cancer Epidemiology: 
Differences Between Regions, Races, and Awareness Programs. © 2016 by 
SciencePG, Johns Hopkins University, USA, pp. 1-6 
4 D’Amico A.V, et al. JAMA: Biochemical Outcome After Radical Prostatectomy, 
External Beam Radiation Therapy, or Interstitial Radiation Therapy for Clinically 
Localised Prostate Cancer. © 1998 by American Medical Association Delete, pp. 
969-974 
5 See footnote 4 
6 Thompson LC. Australian Family Physician. Multi-parametric MRI in the 
diagnosis of prostate cancer – a generational change. ©2016 by The Royal 
Australian College of General Practitioners, Melbourne, Australia, pp. 597-602 

The majority of affected men with early stage disease 

will have an excellent life expectancy. 

January 2018 

ReCent  
Medical News 

 

 

  



 

Hannover Re | 2  
 

Gleason score 

Described in 1966, Gleason grading has become the 

cornerstone in the management of prostate cancer
7

. 

Pathologists assign a grade of 1-5 to prostate cells with 1 

being assigned to cells that fully resemble normal prostate 

cells and 5 being assigned to cells with least resemblance. 

The Gleason score is useful for predicting how fast a 

tumour may grow or metastasise and is generally 

calculated as the sum of the following two allocated 

histological Gleason grades: 

• the commonest grade seen under the microscope, and  

• the highest grade identified 

Because Gleason grades 1 and 2 are so seldom used for 

classifying biopsies, the lowest Gleason score for a prostate 

biopsy specimen is usually 6
8
. These cancer cells closely 

resemble normal prostate cells that typically grow slowly
9
 

and are found in 40% of all histological specimens (Figure 

1)
10

. More than half of localised prostate cancers (T1-2a) 

have a Gleason score of 6 or less
11

. 

Figure 1: Proportion of new cases of prostate cancer by 

Gleason score at diagnosis, where known, 2000-2009
12

  

in %                                                      

 

 
 

 

 

                                                           
7 Shah Rajal B, Zhou Ming: Pathology International. Recent advances in prostate 
cancer pathology. Gleason grading and beyond. © 2016 by Japanese Society of 
Pathology and John Wiley & Sons Australia Ltd, Japan & Australia, pp. 260-272 
8 See footnote 7 
9 American Cancer Society, September 5 2017; Understanding your pathology 
report.  
10 National Collaborating Centre for Cancer. September 5 2017; Prostate cancer: 
diagnosis and treatment.  
11 Jun Li, et al.: Prostate Cancer. “Recent Trends in Prostate Cancer Incidence by 
Age, Cancer Stage, and Grade, the United States, 2001–2007”. © 2012 by Jun Li et 
al, Emory University, USA, pp. 1-8 
12 See footnote 10 

A Gleason score of 7 may be summed up as either 

• ‘3 + 4’ where the predominant cancer cells are grade 3 

and the highest grade identified is grade 4 or 

• ‘4 + 3’ where grade 4 represents both the predominant 

morphological cancer variant as well as the highest 

grade seen by the pathologist with grade 3 being less 

commonly seen on the histological specimen. 

Due to the different clinical implications of Gleason scores, 

a new Gleason Grade Grouping system has been proposed 

by the group from Johns Hopkins Hospital (Table 1) and 

further differentiates the different Gleason scores
13

. 

Table 1: Gleason Grading of Prostatic Carcinoma
14

 

Grade Group Gleason Score 

1 ≤ 6 

2 7 (3 + 4) 

3 7 (4 + 3) 

4 8 

5 9 - 10 

 

To add complexity, 40%
15

 of men with a Gleason score 7 

can be upstaged after prostatectomy to a Gleason score 8 

(high risk disease) due to high grade foci being missed in 

original biopsies. Not only are the clinical implications of a 

Gleason score 6 different to a score of 7, additional 

prognostic differences occur with any upstaging of the 

latter.  

mpMRI 

mpMRI, still considered to be in its infancy, has varying 

results depending on both the radiologist’s practical 

experience as well as associated technical aspects and is by 

no means a replacement for a prostate biopsy. Used to help 

distinguish between indolent and clinically significant 

prostate cancer (and hence guide treatment), it is already 

considered to be a much more powerful risk stratification 

tool than the PSA test. While highly sensitive at detecting 

high Gleason grade cancers, the diagnostic specificity is 

relatively low. In many countries, National Health Insurance 

                                                           
13 Gordetsky et al: Diagnostic Pathology. Grading of prostatic adenocarcinoma: 
current state and prognostic implications. © 2016. Gordetsky and Epstein, 
University of Alabama, USA, pp. 1-8 
14 See footnote 13 
15 Pedler K, et al. Australian Family Physician. The current status of MRI in 
prostate cancer. ©2016 by The Royal Australian College of General Practitioners, 
Melbourne, Australia, pp. 225-230 
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funds may not typically cover the cost of mpMRI, making it 

an expensive predictive tool for people without private 

health insurance, and potentially limiting its application in 

life insurance
16,

 
17

. 

Tumour size 

Localised disease (where the cancer has not yet spread 

outside the prostate) corresponds to AJCC stage I and II 

and constitutes around 80% of all diagnosed prostate 

cancers with a relative 5-year survival rate of nearly 

100%
18

. Despite various treatment options being available 

for treating early stage localised prostate cancer, there is 

on-going controversy as to whether any true differences in 

survival benefits are present. Prostate cancer is considered 

to be ‘clinical T1’ when it is clinically unapparent (neither 

palpable nor visible by imaging). Clinical T1a and T1b 

prostate cancers are usually discovered at the time of 

transurethral resection of the prostate (TURP) for a benign 

enlarged prostate gland and are diagnosed with far less 

frequency than that seen during the pre-PSA testing era 

where proportionally much more prostate cancer was 

diagnosed after the TURP procedure. In a retrospective 

review of TURP procedures, the incidental prostate cancer 

rate for T1a-b was < 16% with 90% having a Gleason score 

of 6 or less. In approximately two thirds of cases, T1a 

tumours did not receive any active treatment
19

. 

T1c is the commonest form of T1 prostate cancer and is 

specifically defined as a T1 that is found during a needle 

biopsy, usually because an increase in PSA level had been 

detected during routine cancer screening. Critical illness 

policy definitions that include T1c prostate cancers are 

likely to result in a much higher number of claims because 

T1c constitutes up to 47% of all prostate cancers
20

. Two 

thirds of T1c prostate cancers have a Gleason score of 6 or 

a PSA level < 10 ng/ml and individuals with these low risk 

prostate cancers could reasonably opt for no active 

treatment
21

. While low risk disease represents the bulk of 

prostate cancers and substantially influences premiums, a 

                                                           
16 Thompson LC. Australian Family Physician. Multi-parametric MRI in the 
diagnosis of prostate cancer – a generational change. ©2016 by The Royal 
Australian College of General Practitioners, Melbourne, Australia, pp. 597-602 
17 Pedler K, et al. Australian Family Physician. The current status of MRI in 
prostate cancer. ©2016 by The Royal Australian College of General Practitioners, 
Melbourne, Australia, pp. 225-230 
18 American Cancer Society. September 5 2017; Survival rates for prostate cancer. 
19 Brandon Otto, et al: Advances in Urology. Incidental Prostate Cancer in 
Transurethral Resection of the Prostate Specimens in the Modern Era. © 2014 by 
Department of Urology, Weill Medical College of Cornell University, USA, pp. 1-4 
20  Hung Arthur Y, et al.: The Cancer Journal. Stage T1c prostate cancer: a 
heterogeneous category with widely varying prognosis. © 2002 by Lippincott 
Williams & Wilkins, Houston, USA, pp. 440-444 
21 See footnote 20 

proportion could theoretically remain clinically silent 

throughout a person’s life. 

 

 

“Localised disease corresponds to AJCC 
stage I and II and constitutes around    
80% of all diagnosed prostate cancers 
with a relative 5-year survival rate of 
nearly 100%”

22
 

 

Treatment of low risk disease 

Treatment choice is closely discussed with the individual 

and takes into account their life expectancy, overall health 

status, and tumour characteristics
23

. Radical prostatectomy 

(performed through the open, laparoscopic or robotic 

assisted technique) can result in urethral strictures, urinary 

incontinence or sexual dysfunction. However, in 2010 the 

British Association of Urological Surgeons reported an 

overall morbidity rate of less than 10%
24

. Radiation therapy 

is done by means of external beam radiation therapy or 

brachytherapy and while it does not typically result in 

urethral strictures, urinary incontinence is seen in < 10% of 

cases and the 5-year actuarial rate of erectile function 

preservation has been shown to be 59%
25

. ‘Active 

surveillance’ (close follow-up with the intention to cure if 

disease shows early signs of progression) and ‘watchful 

waiting’ (follow-up in men with co-morbidities and lower 

life expectancy with no intention for curative treatment) are 

done less frequently but are also appropriate management 

options. 

Conclusion 

Low risk prostate cancer is a key driver of cancer claims 

and the true clinical (and insurance) significance is an on-

going dilemma for both clinician and insurer. Specifically 

including all T1c prostate cancers within a cancer policy 

definition will continue to have a substantial impact on the 

proportion of expected claims. Despite complication rates 

                                                           
22 See footnote 18 
23 Prostate Cancer Clinical Guideline Update Panel, Thompson I., et al. Gol: Journal 
of Urology. Guideline for the Management of Clinically Localized Prostate Cancer: 
2007 Update. © 2007 by American Urological Association, USA, pp. 2106-2131 
24 National Collaborating Centre for Cancer. September 5 2017; Prostate cancer: 
diagnosis and treatment.  
25  Pedler K, et al. Australian Family Physician. The current status of MRI in 
prostate cancer. ©2016 by The Royal Australian College of General Practitioners, 
Melbourne, Australia, pp. 225-230 
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being low, insurers are not yet able to positively predict 

treatment outcomes for prostate cancer and should 

continue to consider treatment as being clinically 

significant and potentially life-impacting. Similarly, 

accurately identifying which prostate cancers will progress 

remains a challenge. It is medically reasonable for insurers 

to consider low risk disease as being sufficiently ‘critical’ to 

include within a critical illness product, albeit with an 

undesirable on-going increase in risk premiums. While the 

mpMRI is an exciting predictive tool with practical 

limitations and still requires further development, it is likely 

that this biomarker will play a more important role in the 

future for insurers when considering the clinical 

significance of prostate cancer. 
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Medical Doctor, CMO 

Tel. +61 2 8246-2678 
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WINNER INSIGHTS: 
SIMPLE STRATEGY TO 
SCHOLARSHIP SUCCESS
Recently, we caught up with the 2018 ALUCA 
TurksLegal Scholarship winner Evgeney Schkola, 
Case Manager at CommInsure for a quick Q&A.

How did you hear about the ALUCA 
TurksLegal Scholarship and what made you 
decide to enter?

I heard about the ALUCA TurksLegal 
Scholarship through my employer, 
CommInsure. CommInsure heavily promotes 
participation in the scholarship through internal 
communications and via the leadership team. 
As I’d been developing my skills in writing over 
the last couple of years, this seemed like a good 
challenge. My mind was made up once I saw 
that one of the questions was about InsureTech 
as this aligned perfectly with my own interests. 

What was your paper about?

My paper was about InsureTech and how it 
will shape the insurance industry over the 
next 10 years. By InsureTech I mean emerging 
technologies such as automation, Big Data, 
machine learning and block chain. I looked 
at how these technologies may solve current 
challenges facing the insurance industry, 
and highlighted how pioneering start-ups 
that have embraced these technologies are 
already taking customers away from the more 
traditional insurers. InsureTech will impact every 
level of insurance: actuaries, product managers, 
underwriters, administrators and claim 
managers. The challenge for our industry is to 
embrace InsureTech sooner rather than later.

Click here to read Evgeney’s paper. 

Tell us what you won. 

The prize for winning the Scholarship was a 
trip to attend a life insurance conference of 
my choice in the U.S. The Scholarship prize 
included flights, accommodation, conference 
registration and $1,000 in spending money! I 
chose to attend the Eastern Claims Conference 
held in Boston in April this year. The conference 
was very interesting and I had the opportunity 
to speak with a number of delegates about 
InsureTech. I found U.S. insurers have a much 
stronger appetite for cracking down on 
fraud and they rigorously prosecute those 
who commit fraud. For example, one of the 
strengths of InsureTech they promoted was the 
ability to identify fraudulent activity through 
profiling customer actions and behaviours, 
resulting in substantial cost savings for the 
business. It was also interesting to see the 
number of InsureTech products already 
available in the U.S. marketplace to streamline 
processes for insurers. What I took away from 
the conference is that Australia is behind the 
U.S. in adopting InsureTech by about five years.

Have any opportunities come about since 
winning the Scholarship?  

Since winning the Scholarship I have had the 
opportunity to participate in the TurksLegal 
ALUCA LIFT (Life Insurance Future Thinking)  
Roundtable event held in November last year. 
This was a fantastic opportunity to get together 

with Scholarship alumni and industry experts 
to connect and share ideas on a particular 
life insurance topic. The topic of debate was 
Mental Health in Insurance which I found very 
interesting. Also, as part of the prize for winning 
the Scholarship, I have been invited to sit on 
the judging panel alongside senior industry 
leaders for this year’s ALUCA TurksLegal 
Scholarship.

What would be your advice to others 
considering entering the ALUCA TurksLegal 
Scholarship?

I highly recommend entering the scholarship. 
You need to give yourself as much time as 
possible to complete your submission, so I 
strongly recommend planning ahead and 
setting aside plenty of time in your calendar. 
Start working on your paper as soon as the 
questions are published. Pick a question that 
interests or resonates with you. Then start 
researching. Read as much as you can on the 
topic. The internet is a good starting point. 
Keep a list of the articles and any other sources. 
Then you need to plan your paper. Make sure 
you have a clear, logical argument, and support 
your argument with plenty of examples, 
referencing and acknowledging the sources. 
Keep your writing simple and to the point, and 
try to avoid unnecessary jargon.

THE 2019 ALUCA TURKSLEGAL 
SCHOLARSHIP OPENS SOON!

Now in its 13th year, the ALUCA TurksLegal 
Scholarship is an opportunity for professionals 
working in the life insurance industry to generate 
new ideas and discuss hot topics. You need to be a 
member of ALUCA to enter this scholarship.

The 2019 Scholarship will launch on Monday, 
15 July 2019, so watch this space or visit the ALUCA 
or TurksLegal websites for further information.

http://turkslegal.com.au/sites/default/files/2018%20ALUCA%20TurksLegal%20Scholarship%20Winning%20Paper_Evgeney%20Schkola.pdf
https://www.aluca.com/membership/awards-and-scholarships/
http://www.turkslegal.com.au/community/scholarships/aluca-turkslegal-scholarship
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The MLC-ALUCA-Monash Prize  
for Industry Collaboration for  
Health Students
2019



Submit your nomination as a one page 
Word document, including your full 
name, student number, mobile and 
email address. All submissions must be 
emailed to your course coordinator by 
5pm, Monday 3 June 2019. 
Course coordinators are to send 
their preferred candidates to 
Professor Marilyn Baird 
(marilyn.baird@monash.edu) 
by 5pm, Friday 21 June 2019.

Selection process

Monash University staff will select 
eight students who will each respond 
to one of the topics. Only eight papers 
(and presentations) will be prepared and 
considered in the running for first prize.

The selection of the eight students  
will be based on the discretion of  
Monash University employees and the 
topics selected by eligible candidates. 
Any questions about this process please 
speak to Professor Marilyn Baird.

Support provided

If you are selected to participate, you’ll 
be invited to attend an ‘Insurance 101’ 
welcome event at MLC Life Insurance’s 
office at Tower 2, Level 16, 727 Collins 
Street, Docklands. Here you will meet 
your mentors who will support you 
(as required) throughout the time 
allowed to develop your response to 
your assigned topic. 

2 | The MLC-ALUCA-Monash Prize for Industry Collaboration for Allied Health Students 2019

Are you in the final year of your degree 
and would like to apply your medical, 
nursing or allied health knowledge in a 
commercial context?  

MLC Life Insurance is teaming up with the 
Australasian Life Underwriting & Claims 
Association (ALUCA) to offer Monash 
students an opportunity to be recognised 
and rewarded for their work in an 
insurance industry collaboration award.

To be considered for this prize, you’ll need 
to prepare a (written and verbal) response 
to key questions facing underwriting and 
claims professionals today. Students who 
are chosen to participate will have support 
and access to mentors from the insurance 
underwriting and claims business units.

Did you know that allied health 
professionals play a crucial role in 
the life insurance industry?

Life insurers use the skill and 
expertise of allied health, nursing and 
medical professionals in roles such as 
rehabilitation management, complex 
case management, insurance policy and 
product development and underwriting.

Allied health and medical professionals 
bring their speciality to a corporate 
environment to achieve the best health 
outcomes for the customer as well as 
meeting the business needs.

What’s the prize?

• $500 for each of the eight students 
selected to write and present on one of 
the eight insurance and underwriting 
claims topics.

• $1,000 for the second best 
submission, and

• $2,000 for the best submission.

The MLC-ALUCA-Monash Prize  
for Industry Collaboration for  
Health Students

Apply your knowledge in a commercial context for a $2,500 award 
and an opportunity to intern with MLC Life Insurance.

In addition, each of the eight students 
selected will:

• have access to a MLC Life Insurance 
senior claims professional or a senior 
underwriter as a mentor for the duration.

• potentially have their paper published 
in industry newsletters.

• receive an exclusive invitation to  
a Welcome and Awards event, and

• be invited to apply for a three month 
internship at MLC Life Insurance. 

Who can apply?

All health students in the final year  
of their degree who have completed 
placements.

What’s required?

The eight students selected will need  
to prepare:

• a 2,000 word essay on one selected topic 
(word limit must be adhered to), and

• a five minute presentation to Monash 
employees, MLC Life Insurance senior 
leaders and ALUCA board members  
on the selected topic. This must 
include a PowerPoint presentation  
(a maximum of 10 slides) created  
to support key findings.

The students will be required to submit 
their PowerPoint document prior to  
their presentation.

How can you apply?

From the topics list on the following 
page, please choose:

• one topic that interests you most, 
supported by one to three paragraphs 
on why you’d like to research and 
present on that topic, and 

• two other topics that you would also 
be willing to research and present on.

For more information
Please contact Professor Marilyn Baird  
marilyn.baird@monash.edu
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Important notes

• To be eligible for any of the awards:
– you must submit a paper
–  you must be available to present your paper, and
– all papers and presentations must be of an acceptable standard 

(distinction level report).

Awards will be provided on or after the final presentation night (subject to successful 
completion of paper, power-point and presentation.)

• Students should work on their papers separately but review each other’s papers prior 
to submission to ensure the overall question is answered satisfactorily.

Deadline for papers

All final papers and presentations 
must be submitted on or before 
5pm, Friday 13 September 2019 
to Josh Agar at 
 josh.agar@mlcinsurance.com.au

The final papers will be assessed by 
a panel of judges that includes:

• Marilyn Baird 
Associated Dean, Learning and Teaching 
(Monash University)

• Natalie Cameron 
Chief of Customer Operations 
(MLC life Insurance)

• Mick Jones 
Chief Underwriter 
(MLC Life Insurance)

• Lyndon Kirk  
Executive Lead, Wellness 
(MLC Life Insurance)

• Amanda Ide 
Executive Lead, Retail Claims 
(MLC Life Insurance)

• Nominated ALUCA Board 
Representative (ALUCA)

• Chantelle Everett 
Head of Direct Claims (TAL Life)

Final presentation event
To be considered eligible for first prize, 
all eight students must participate in the 
final verbal presentation which will take 
place on Thursday evening, 10 October 
2019. Following the presentations, the 
judges will decide and announce the 
final winner at this presentation event.

Support provided
Each of the final eight students will 
have access to a mentor from MLC Life 
Insurance to assist in developing their 
understanding of the life insurance 
industry. 

All students will also be invited to a 
presentation skills course to assist in 
their final presentation.

Intern placement opportunity
Each of the final eight students will  
also have the opportunity to indicate  
(as part of their submission) whether 
they would like to be considered for 
the Intern placement with MLC Life 
Insurance. The paid placement will be 
for approximately three months, during 
which time the student will have the 
opportunity to learn more about life 
insurance and participate in project work.

Topics

1.   How can we combat the negative impact of social media on the mental health of 
our future workforce?

2.   A sedentary lifestyle has been compared to smoking 20 cigarettes per day. How 
do we motivate Australians to become more active and healthier?

3.   How can we support Australians who live in more remote areas to access 
appropriate and holistic healthcare? 

4.   How can allied health and non-allied health professionals working in the life 
insurance industry interface with treating doctors, surgeons and other allied 
health professionals to obtain the information they need in order to best 
support a customer on claim?

5.   How can we explain and apply complex medical terminology to customers and 
other non-allied health stakeholders within the life insurance industry?

6.   Alcohol consumption, harmful drinking and health. What are the implications 
for income insurance and TPD insurance?

7.   How can the life insurance industry leverage Behavioural Economics to improve 
return to work and health outcomes at claim time?

8.   People are working longer than ever before with the expected retirement date 
moving past 65 years of age. How could we extend the working life of a manual 
worker in the context of physical deterioration over time?

Important information

MLC Limited (MLC) ABN 90 000 000 402, AFSL 230694, operates the MLC Life Insurance 
business. MLC Limited uses the MLC brand under licence. MLC Limited is part of the 
Nippon Life Insurance Group and not a part of the NAB Group.

The Internship will be conditional upon satisfaction of MLC Insurance employment 
requirements including necessary probity checks.

Participation is conditional upon agreement to publication of your entry by MLC Insurance.
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