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Moderator Frédéric Jacques:We’ll start now. So welcome everyone. I know this is the first session after lunch
so we’ll try to keep you awake and excited. First thing, the housekeeping items, there are some printouts at the back
for those of you who haven’t picked them up walking in. One thing you will realize, if you saw the website, the
slides were not posted on the website. They will be. They received our presentation but we didn’t want to burn any
punches to keep your attention focused on what we were going to say. From the slides you can see that it’s printed
black and white and apparently the black and white printing and the colour scheme that the CIA chose this year,
they don’t mix very well so some of the slides may not be clear and you might not see all the details but I checked
the PDF before coming here and it’s very clear and it will be much better than what you have there but at least it’s
going to help you follow what we’re doing.

Alright, so basically today what we want to do with you is to embark you on a journey around the world to
see what is available in other countries. I would say that none of us are endorsing, recommending or saying that
those products are not good or anything, we just want to make sure that we’re presenting to you what the recent
trends in other markets are. So we’re not going to go over and reinvent the wheel and explain how CI became in
UK and other places or every single market, but we just want to show you what the current evolution there is. So
because we’re travelling around the world and the way we’re sitting in that room right now looks like an airplane
right, and many rows, so I hope that all of you have your passport with you. If you don’t have it you have to exit
the room. Since we have a lot of countries and a lot of material to visit today we will take the secret supersonic
airplane that most of the reinsurers are using to travel around the world because we have only 90 minutes to travel
and visit nine countries I think. So get ready.

U-M: So economy class?

Moderator Jacques:We’re in the business class; they are economy class, look at that.
Before we start as with any aircraft, security procedures, the exit is at the back in case you’re falling asleep or

there is a lot of turbulence in that flight and you want to exit that airplane. I have my flight crew with me. The
first one is Scott Rastin. Scott is the Vice President of Market Development and Strategic Initiatives. He is an
actuary with 15 years of experience in the industry. He is a fellow of the Society of Actuaries and also a fellow of
the Canadian Institute of Actuaries. Scott has been with RGA for over 10 years and he is currently responsible for



developing RGA strategies and managing RGA’s entry into markets throughout Europe, the Middle East and
South America. Prior to this role Scott was Chief Actuary responsible for pricing in Europe, India, Africa and the
Middle East. So if any of you want his frequent flyer points, talk to him after the presentation.

Second in command, Chris Piper. Chris is the Director of Living Benefits at Munich Re. He is also a fellow
of the Society of Actuaries and the Canadian Institute of Actuaries. He has got a bachelor’s degree from the
University ofWaterloo. Chris is presently a member of the Living Benefit Team at Munich Re. He is also a member
of the CIA Experience Subcommittee. Chris’ responsibility at Munich Re is for critical illness, living benefits and
disability insurance.

Lastly, me, I’m Frédéric Jacques, the AVP of Living Benefits at Munich Re and I’m not going to read my bio.
If you want it talk to me at the cocktail tonight and I will recite it for you if you want and hopefully you don’t
want it. (laughter)

Alright so what are we going to cover today? Well before we take off we’re going to look at the Canadian
overview and this is really meant to give you an idea of what is the Canadian market now so you can really put in
perspective the other aspects around the world that I will be covering and so you can see what the differences are
and the challenges that could be faced with bringing some of those products into Canada. Lastly, Scott will take
us to a South African case study and really Scott is focusing on South Africa and doing more in depth analysis of
what we will do so that you really understand some complexities around that.

So without further ado, buckle your seat and enjoy the ride. Chris.

Speaker Chris Piper:Okay just before I begin I’d like to take a poll of the audience and see who was at the CLBS
seminar yesterday. Okay, yesterday while we were at the seminar everything was going great until about 1:30 to
2:30 p.m. when we were lucky enough to have a presentation from Didi Cohen, I think was her name. She was
giving a presentation about how to communicate and how to present. I’d like you to temporarily forget everything
she said because we haven’t fully implemented those.

U-F: Could she use one of your slides?

Speaker Piper: It is my presentation. You’re right.
Anyway as Fred said I’m going to give an overview of the Canadian CI insurance market before we move

onto what else is happening around the world. As part of this we’re going to look at a survey that Munich Re does
on a fairly frequent basis. Earlier this year we did a survey of the individual life market and individual critical

illness market.

Speaker Piper: That better? So as part of that process we, had 16 companies take part. That represented about
98 percent of the new business premium market.

For that survey we focused mainly on products that had guaranteed premium rates. There is a part of the CI
market which has adjustable rates but the majority of the market is guaranteed so that’s what we tried to focus on.
In addition, we mainly focused on three types of products, your Term 10 product which goes to about age 75, your
T75 product which is a level premium rate, and then your permanent plan also known as a T100. There are other
products out there that exist but they are a very small piece of the market so we haven’t focused on those. We
looked at both the basic product which is sort of your plain vanilla CI product. It covers about three or four critical
illnesses, cancer, heart attack, stroke and coronary bypass surgery. Then also, we looked at the enhanced version
of the product which covers many more conditions, probably about 24 different conditions out there in the market
right now as well as other features like partial payouts for what are considered less critical conditions. In addition,
we asked questions regarding all the different ROPs because a lot of the policies out there today are sold with
return of premium features and they are definitely an important part of the market.
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So the majority of the products in Canada today are sold on a stand-alone basis. There is a portion of the
market which is sold on an accelerated basis which means as part of a life product it might accelerate say 50 percent
of the payout on critical illness but as I said, the majority are sold on a stand-alone basis. This isn’t necessarily the

same as it is throughout the world. Fred will get into that later but just so you know it is mainly stand-alone. The
majority of products are also sold to cover about 24 different conditions in the market right now, that includes some
of the partial payments. So for less severe prostate cancer, prostate stage 1A you would get a partial payout of your
benefit and this is usually supplemental to your entire base amount on CI. That’s where most of the market is now.
And as far as concentration of the sales: the majority of the sales are within the top five or seven companies out
there. The top seven represent about 89 percent of the new business premium today and most of these sales are
sold in traditional methods so that is your career agencies, your broker type sales. There haven’t been a lot of sales
on the internet side or simplified issue, GSI, that type of thing with one exception. There is a large bank creditor
CI market. This is done very well at least in terms of sales. I’ll speak a little bit more about that later.

So the average face amount according to the survey was about $98,000 in 2007 and this is fairly consistent
across the different product types so your T10, your T75, your permanent plan you’re not going to see a lot of
variation.Whereas, the average premium was about $1,300 and you definitely see, obviously you see variation here.
I think the average premium for T10 and your T10 without ROP was about $900 to $1,000 per policy and
whereas on the permanent plan, which is typically sold with the return of premium, it was about $1,750, so quite
a large difference in terms of premium there. A large percent of the market or there is more of an emphasis in the
market now on limited pay and especially limited pay permanent products with ROP. There has been quite a large
increase in that, it actually represents 9 percent of the market in 2007 and that is based on face amount. As I said
before, the majority of the market is guaranteed premiums and this is important because it is also different from
the rest of the world. I’m not going to say much about the taxability of the product except to say it is not necessarily
clear where it will go in the future.

This graph here illustrates, and I hope everybody can see this, I don’t know if this showed up well in your
printouts or not, but this shows the critical illness new business sales in terms of premium over the last five years
and the projected new business sales for 2008 and 2009. You will see that there was a bit of dip in 2006 and 2007
and the companies out there are still projecting future growth. In fact in 2008 there is a 19 percent market growth
projected by the various companies and an additional 12 percent market growth in 2009. I don’t know that we’re
going to see 19 percent growth this year. Early indications would show that it’s not quite 19 but it is growth over
the past year and probably would be back in the 2004, 2005 range if I had to guess.

In terms of distribution of products by face amount: we are seeing about 36 or 37 percent of the sales are going
towards the term products and then another 36, roughly 37 with the level products, with the rest being permanent.
This is fairly consistent with years past. It used to be a little bit higher with the term products and that has come
down a bit. In terms of ROP though it’s a very different story, the return of premium features are a huge part of
the level market and the permanent market with roughly 75 percent of sales having a return of premium feature
attached to it whereas only 14 percent I think of term sales would have that. So it’s obviously a very different sales
process which is probably going on for those two different types of products.

In terms of the distribution by gender and smoking status, this is actually fairly interesting I find because in
the past it has been roughly 50/50 male, female, and this is the first time we’ve seen an increase or probably more
of a distinction between male and female. In 2007 56 percent were sales to males and whereas two years before it
was 51, so there does seem to be more of a push towards the male sales. I’m not sure why that is but it appears to
be the way it’s going. In terms of non-smokers, smokers, it’s about I think two years ago it was about 86 percent
or 88 percent were non-smokers and now it looks to be about 86 so that it looks like there is also a bit of a shift
away from non-smokers but that could be due to various factors like changes in the definition of what a smoker
might be.

As I mentioned before, the premium guarantee is a feature within the Canadian market and so what we do
is we ask companies, are you actually pricing for that guarantee and if so, how. The good news is that the majority
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of the companies out there are in fact making an explicit provision in their pricing to account for this. About 13
percent of the companies said they are not reflecting an explicit adjustment in their pricing for it. If you do the
math, that’s probably about two out of the sixteen companies so that’s fairly good news. The companies are using

various different ways to actually make an adjustment to the guarantee with the most popular being an actual load
to incidence rates but you can see there are many different methods being used.

In terms of underwriting and claims I’m just going to present a couple of slides on this. There hasn’t been a
large change in the stats on underwriting in the past couple of years. About 70 percent of applications are placed
and that’s consistent with prior years. Of those about 80 percent are standard, 16 percent substandard and 4
percent either standard or substandard but issued with exclusions and this really hasn’t changed much in the past
few years. I think there has been a change for various companies in terms of issuing more policies with exclusions
but overall for the market it hasn’t changed much.

This slide here presents a graph showing claims since inception by various conditions and this is based on the
number of claims paid. As you will see about two thirds of the claims are paid for cancer with the majority I believe
being breast cancer and prostate cancer. Eighty-five percent of the claims are made up of the big three and that
would be cancer, heart attack and stroke and the other 15 are smaller conditions. You will see here that MS,
multiple sclerosis and coronary artery bypass surgery are showing up which is, I mean the coronary artery bypass
surgery is probably expected, the MS maybe is a little bit higher than expected but the 8 percent there makes up
all other conditions and that’s a whole array of different conditions, none of them significant enough to make up
their own group on this.

So that’s a few stats on where the CI market is at today. What does it mean for the future of CI and I would
just share a few thoughts here. There is perceived complexity with the product. I’d like to say there is a real
complexity as well. We’ve always heard that there is a lack of training and education going on with respect to the
agents and policyholders who aren’t fully aware of the product. I think this is probably true and it’s a bit of that,
it’s a bit of lack of education. So if more education and more training this might change slightly. On top of that
there is a real complexity going on. It is a complicated product. We used to have a fairly plain vanilla product, it
just covered three or four conditions and it was meant as a protection type CI. Since then we have added more
and more conditions, we’ve added other features like the partial conditions. They were originally carved out of the
face amount, now they are supplemental. We have a whole array of different return of premium features and so it
is a complicated product. It’s easy for us probably most of the time to understand as actuaries who price the
product, but try explaining it to a policyholder or an agent and it gets really complicated especially when you’re
trying to understand all the products across the different companies. So not only has that added to the complexity,
it has also had an impact on the price. These return of premium features are quite expensive and they result in an
increased price and I think that sort of added to the perception that the product is expensive. It is more expensive
than life insurance, but it’s even more expensive now because of the additional features and all that. One other thing
I’d like to just comment on is there has been confusion on the definitions in the past, we’ve heard that many times
and hopefully this new benchmark definition initiative removes some of that confusion.

So personally I think this is a long-term sustainable product. I think as long as we continue to price it
appropriately for the guarantee it will stay that way. We are fortunate enough now to be starting to get claims
experience on this product, that’s becoming credible for us and we’re able to sort of get a better idea as to how we
priced it originally versus what is coming in and how maybe we can refine our basis so that it’s more in line with
the actual experience we’re seeing. That’s a great thing. Something else we should continue to do is to learn from
the other markets out there. As you probably know CI in Canada is, I don’t want to say new, everybody keeps saying
it’s new but it’s probably about 10, 15 years old now, but there has been much more history in other countries and
we’ve learned a lot from those countries. For example, the moratorium period on cancer, we got that because of
experience in other countries and we believe it has helped reduce the anti selection in Canada and kept the price
of the product down. So there is tons of other stuff we can probably learn from countries out there who are trying
new things, some good, some bad. We have to continue to focus on that and learn from that.



In addition, in terms of the market we’re probably going to see renewed focus on the application process,
underwriting process and probably even administration and claims. I hope we continue to see a price which reflects
the rate guarantees, I think that’s important and I’m sure the ROP features are here to stay. I don’t think anybody

is going to take them away because they are a significant part of the sales process for a lot of the agents out there.
The number of conditions has definitely stabilized over the last few years. We are starting to see some combinations
of CI with life, CI with an LTC type condition, and I think we’re going to continue to see CI evolve with other
products at the same and sort of make combo products. Then in addition we’re seeing a lot more attention on the
group side. I know at Munich we’ve heard a lot of different things on group CI coming into play. I think this is
great, this is only going to increase awareness of the product in Canada and it’s also going to lead to more potential
sales on the individual side.

Something else I’d like to share with you is the results of some surveys, just some snapshots of a survey that
Munich Re conducted with advisors throughout Canada. At the end of last year we wanted to get a better pulse
and feel for what were advisors thinking in the Canadian market. One thing we asked them was what percentage
of your 2007 sales for new business was generated by the various products. As you will see the majority of the sales,
as expected, was on the individual life side and then the investment fund side with the rest sort of, well the next
few being living benefits, CI, DI and then long-term care is fairly low. We also asked them, how do you expect
this to change in 2010 and the good news for CI is that clearly agents are looking for more of a focus on critical
illness and long-term care as well. It is not to say that life sales will go down; I’m not sure but I hope that’s not the
case but there will be a renewed focus on selling critical illness and that’s good news. We also asked them, what
product enhancements or changes would you like to see to the critical illness market, and I don’t think there are
many surprises here. Of course at the top of the list is cheaper price, it’s always there. Standardized definitions,
hopefully we’ve found a way to address that now with the benchmark definition initiative. Then, better designed
products, combo products, we’ve heard that, that’s fairly hot, and then way down the list, I like to focus also on
simplified CI and guaranteed issue. I think this probably would be a good area to focus on. We also asked them,
what products are missing in the Canadian insurance market, and as I said before combo products are right at the
top of the list. There are a lot of people talking about this, how can you combine the various products to suit the
various needs and so I think we’re going to continue to see a lot of development in that area. Also the one I like
to focus on is cheaper and simpler CI. I think if we start getting back to the real need that the product satisfies
we’ll find success there and I think we should probably put some more focus there.

Just before I pass it to Fred I’d like to just say a quick thing about the creditor market. It has been very
successful in terms of sales but it’s also very different from the individual market. It’s a limited number of conditions,
the products are sold with limited underwriting but a pre-existing condition and the premiums are not guaranteed
and the coverage is cancellable. So as you can see it’s a much simpler process, if you will, with less risk. So I think
we can learn something from this. I don’t think we can use all of this but we can definitely look to see that they
have kind of simplified their process in order to have better sales. I know personally I have gone through this
process. About a year ago I was in the process of getting a new mortgage and suddenly I was being asked questions
about my health. Had I not been involved in critical illness I probably would not have even known that I was in
the process of being underwritten and literally about three questions later I was asked, would you like critical
illness insurance, you’ve just qualified. And you know don’t worry, if you don’t want it you can get rid of it later.
So of course everybody gets it and how many people actually get rid of it down the road, I don’t know, but they
have a very simple process and they have had a lot of success from it. Thank you.

(Applause)

Moderator Jacques: Right, so now we’re going to take off really. Everyone is ready, we’re going. First country: UK.
I don’t want to reinvent the wheel but UK has been in the market for a long, long time and that’s one thing that
we can learn from them, they have a lot more experience than we do. But a few things that are interesting with
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UK is they have been extremely successful at what we call the acceleration. Canada as Chris mentioned, we took
the stand-alone approach. The UK took the acceleration approach and they have been very successful at it. Also,
a lot of those sales are linked to mortgages but one thing that I want us to remember is even though they have been

very successful at accelerated versus stand-alone, if you look at some of the experiences that they’ve had versus
those two products because both are offered, well the experience of those two is showing that there might be some
anti-selection going from the stand-alone because it was supposed to be a cheaper price because you were not
carving the mortality. When you start looking at the experience, looking back at the experience, the morbidity on
this stand-alone is worse than the acceleration so now where are we going to see the price difference; well it might
not be supported for a long, long time. What the UK also did that we should look at and we have looked at,
definitely, they had standardized definition and they realized that it was a big hindrance to their sales so a while
ago, the ABI came up with some standardized definition and that really was to alleviate one of concerns that the
advisor had. They could not compare one product to another, they were not sure if there would be some litigation
of selling one versus the other so they started the ABI and they have a three year review where in 1996, the attempt
of the ABI, sorry 2006 10 years later. We’re going back in time in that plane too, woah. 2006 their attempt was
really try to further improve the definitions so they had another crack at the standardized definition and tried to
improve it. So we can see that in Canada we work on the standardized, the benchmark definition but it was our
first attempt at it. I’m not saying that it’s perfect at the moment but we had to start somewhere and definitely we
looked at what the UK did.

What is it? There is a mixed bag of guarantees out there for the direct market. Some of us might be aware that
a few years ago there was a capacity that disappeared in the UK market in regards to rate guarantees. There was
some bad experience there and the availability of coverage reduced for the direct carrier and that was mainly due
to some of the reinsurers pulling out of the market. So now we see some reinsurers going back into the market and
we’re seeing a mix of guaranteed rate, but when I see guaranteed rate it’s not fully guaranteed for your life, probably
the most prevalent is only a five year guarantee or something like this. What do they have that we don’t? Here in
Canada there is definitely an active management in the industry by the ABI, Association or British Insurers, the
FSA that’s the financial supervisor and the Association of the Financial Advisors, the AFA. So those people are really
trying to grow the sales, look at the process and try to improve that process.

I have mentioned about the standards’ of practice. One of the items that the UK realized is that they had a
lot, after all the definition, after all the other issues; the next one on their list was actually the denied ratio or the
denial of claims. They looked at it carefully and tried to address the issue and one of the things that they did, they
came up with their Claim Review Board which is a third party Board to the insurer and the policyholder where if
your claim is denied and you’re not in agreement, through the various processes you can go and end up at the Claim
Review Board where some third party people will really dictate if the claim is payable or not to the insurance
company. This is one thing that they did to address that. One of the reasons, if we look at the TPD claims
experience is that’s where there was one condition that created a lot of problems. If I remember correctly, 50
percent of the TPD claims were denied and that was creating a big problem and bad press for them. So what they
are currently looking at right now is splitting that TPD into four definitions that are going to be much clearer and
more targeted to it. So then it’s going to be obvious for the policyholder if they’re covered under those definitions
instead of having TPD that was a bit nebulous in terms of wording of the definition. So definitely they are way
ahead of us in that sense but they had made their baby steps many, many years ago. So looking at UK is probably
useful for us. A big message about the UK is they have been extremely successful at having acceleration which in
Canada has not happened and they’ve looked at finding ways to address some of the advisor issues, one after
another. So that’s something to take.

Next, the U.S. So we’re just back in North America now. Not much to say about the U.S. The CI market is
very, very small in the U.S. There are many reasons for that. One of them is they have private healthcare so people
don’t realize that they may need CI. Also, state regulations prohibit some sales of CI in some states and then in
other states they have different requirements so that makes it a bit harder to file in the fifty states. But the chief



success that they have - most of their CI sales in the U.S. is worksite marketing. This is something that is extremely
powerful in the U.S. which we haven’t been able to crack here in Canada and maybe it’s worthwhile for us to look
at how they did that successfully and try to implement that in Canada. So there might be something to be learned

with the U.S. You can see because it’s worksite marketing, it’s voluntary, smaller face amounts and the smaller face
amount is important for them because they don’t need the big face amount because they’re covered by healthcare
as I said. But they need a small face amount if they need to take some time off work to get treatment, they have
some renovations to do to their house because of some illness that they have. So their average face amount, $30,000,
much smaller than in Canada but definitely sufficient for them at the moment and it’s not a windfall, it’s not a
lottery ticket. They get $30,000 and it’s not like getting $500,000 here for a heart attack and then two weeks later
you’re back at work and say “woohoo”, and then they can travel in their own plane. The premiums in the U.S. are
not guaranteed and, as I said, the advisor market is fairly immature at the moment. I mentioned they have a
moratorium of 30 days. They have a lot of pre-ex because a lot of those sales are worksite marketing and I’ve
mentioned that there is some states’ requirements, variations from one state to another one could be very different.
Some states may require that with your CI you have to also include some diagnostic and wellness coverage as well.
So the main thing in the U.S. worksite marketing, there might be something there.

Korea, and some people may ask why are we going to Korea and I’m going to be spending a lot more time on
Korea than the prior two markets and you’re going to realize why. Samsung Life developed a CI product in 2001.
Since then a lot of companies joined the band wagon but why did Samsung Life develop it in 2001. Well, saying
that they never had a CI, it’s not true. They had something that looked and smelled like CI but it was very, very
convoluted and complex and really mirroring more of the medical stuff. They didn’t have any definitions; they were
going by some of the classification codes that they had. So if you had one of those whatever codes, C26, C31, C41,
you were getting the payment, not really obvious for the policyholder that doesn’t know what those codes mean.
Some of those codes are also in the cancer, well some of them are probably very benign cancer but they were falling
into those codes so that created some issues. Regardless of severity everything was paid. In 2001 they came up with
what we call the typical CI product in the new era that we’re in and where it was based on definition of the disease.

What does the product look like there? Well actually it’s an accelerated product, 50 to 80 percent, that’s one
of the reasons it’s accelerated and it’s not accelerated at 100 percent. In Korea the health system is a co-pay system
so you go and you have some medical treatment, the state is sending you a bill for let’s say the extra 20 percent so
people are buying that CI to help them pay that co-pay if they have some of those illnesses that are covered. They
have a waiting period. Premiums are guaranteed. Oh, we’ve got something different here, premiums are guaranteed
in Korea. Why are they guaranteed, because it’s attached to a life product and the regulator is telling them if you
have a life product the premiums are guaranteed so whatever you put on your product that’s attached to a life
product, you have to guarantee the premium. So they have premium guarantee not by choice, by obligation. It’s
creating a problem, we’ll get to that. The maximum age 60 so slightly lower than here, most of the time it’s attached
with some medical benefit. I said it’s related to most of the health and the co-pay so they’re also including some
wellness, some screening program in there.

Now why Korea?Well Korea is a very successful story, very successful. CI became their main product. It’s crazy
to think it surpassed term insurance. When Samsung Life developed the first CI product in their first year, how
many policies did they sell? Anyone venture a guess? One million. One million policies in their first year and that’s
fairly significant considering that the population in Korea is about 50 million people. Since then, 2004, 2005,
2006, hovering around 1.7 to 2 million policies a year. Tremendous sales success, everyone wants a piece of that
business because they’re selling buckets of them. Everyone is interested in it and if you look at the sales, contrary
to Canada, in Korea more females than males are buying the product. Now because of that the Korean market is
one of the biggest in the world. They started in 2000, early 2000, we’re in 2008 and they’ve just sold tons of them
and they became very, very preoccupied with it. They had phenomenal sales but they already have a mature market
in a matter of a few years.
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The problem is it started with eight benefits; they’ve now extended it to eleven benefits. They have tried to
put some juvenile, they’ve tried to find other ways to grow the market because the market was growing so rapidly
that the leaders of those companies were looking at it and saying, okay what’s the next thing, we have to keep it

ongoing.We have to sell more and sell more; it’s hard to get those sales increasing. So at the beginning the company
made huge profits from it because they were selling a lot and if the job was well done they were not paying many
claims up front. The mortality was great; it was improving so they made tons of savings on the mortality side. Keep
in mind it’s accelerated life and CI so they made tons of savings on the mortality. People were not dying as much
as they expected, but what happens when people don’t die as much? You’ve got more chances for them to be sick.
And the incidence, like here in Canada, they didn’t have any experience so basically they developed it from the data
that they had there but Mr. Regulator didn’t allow them to put trends in their rates. So we’re all aware that in
Canada and in other countries, depending on the condition, there is definitely some trending.We’re seeing cancer
going up every year and heart attack is improving every year. The regulator said “no, no, no, you cannot have any
trends” so they sold with some what they thought was enough fat in the product.

They did some experience studies on that, what turned out to be is they had lots of thyroid cancer. For some
of you who were at the CLBS(ph) yesterday you saw that thyroid cancer is one that is very, very curable. They had
loads of them and it became a massive problem, so massive that in 2005 it was bigger than breast cancer in women.
So because of that they had to carve out the early thyroid from the base plan that was paying the full benefit and
put it as a rider, kind of a partial benefit. It was a big concern for them so they reduced the benefit for breast
cancer because they saw tons of cancer, early cancer coming out from their experience, lots of early thyroid cancer.

What is their concern right now?Well they grew really fast. The market is saturated. They cannot change the
premium and they are stuck with that block that is now claiming right, left and centre and they didn’t anticipate
that many claims. So what did they do? Well, they are trying to look at some other ways, trying to modify some
products for the new sales but they are stuck with that in force block. And as I said they are now looking at niche
market to keep that product growing because it’s a success story. The management want more and more sales. So
lesson learned from Korea, having extremely good sales success is great if everything else has been planned and
working properly. If it’s not working fine and you grew really, really fast you may end up with some problems along
the way, but it’s definitely a humungous success.

Alright, next one Australia. In Australia they have many names for it, trauma, dread disease, critical care,
critical illness. They have adjustable rates, a contract that can change, it’s accelerated, no big difference here. What
do they have different? It’s stepped premium, the premium increases with every age. Okay, so that’s slightly
different. They have no standardized definitions so they’re looking at it but they don’t have anything now so they’re
still stuck with that, the same situation as we were with our brokers trying to look at the definition and understand
that. CI, from what I’ve been told, cannot be sold under a group CI because it’s really hard due to regulation there
so the market is really individual market. What do they have that is special? They have that little thing here at the
bottom, we call it buy-back option, and it’s accelerated. If you claim on the CI your face amount reduces. You may
not have enough life insurance so after certain criteria and they have rules where someone can go in and buy back
that payout. Now all of you realize that they’re buying back that payout and it’s an impaired life because they
suffered one of those critical illnesses. It doesn’t come cheap but that’s an option. One at the bottom is partial and
multi-benefit level. Partial CI, well Chris alluded to it, you can get a percentage of your face amount depending
on some conditions and then the multi-level benefit I think Scott is touching a lot more in detail when we’re
looking at the South African market. But really it pays different face amounts depending on the conditions that
you’re getting. So Australia is starting to look like some UK, some South Africa, a bit from Canada, it’s a mixed
bag of everything. We can see that there is cross pollination in the market and we’re looking at them, they’re
looking at us and trying to come up with the best strategies for our products.

Alright, let’s move to Israel. Israel too is a mature market. They have a lot of sales. It’s a small market overall but
they have a lot of sales. What do they have special? Well they have one thing, the bucket products. Again, I’m not
spending much on it because Scott is giving you a good lecture on that so you’re going to learn a lot more about it.



Essentially you are taking all your conditions and putting them into different buckets, four buckets, let’s say. If
you’re claiming from one bucket then that bucket disappears and then you can claim from the other three buckets.
So that’s kind of finding cross correlation between conditions. So that’s one approach. Since they have a mature

market they’re looking at something special. They developed what is called a diabetic product. Don’t get all excited,
what is a diabetic product? Well normally for CI we’re not insuring diabetics because they have much higher risks
of coronary artery disease and some other related conditions, but what we are covering, what are we seeing there?
Well it covers amputation, stroke, blindness and renal failure. Those are the claim triggers and the price of that
product is almost equivalent to a normal CI. So it’s coming with a price that is roughly equivalent but it’s covering
a lot less conditions. Keep in mind we’re insuring diabetics but we’re not insuring any diabetic, we’re insuring
what I call the preferred diabetic. We’re looking at the diabetics that are stable, that don’t have the typical
complications of the diabetic and there is some stringent underwriting that they have to go through with their
various levels of blood testing and they have to meet some of those requirements. So if you look at it, they are
covering diabetics for a limited number of conditions for roughly the same price of a normal CI in Israel but they
are only looking at the preferred diabetic. So there is another segment that is not covered by that product. So it’s
really what we would call a niche market, it’s a very small subset of the population.

Alright, another one, Netherlands. Some people will ask why DI at the CI meaning here. What is the Budget
DI? Well, Budget DI it’s kind of a word, a title that they call it, it’s a disability product but it’s a disability product
that is triggered by a critical illness so that’s why I thought it would be interesting for you to learn about it because
we’re here to learn what’s going on with critical illness around the world. Basically, this product was developed in
Netherlands really to cater to the disabled people who are self-employed. Basically, in the self employed market there
is 40 to 50 percent that are uninsured and they were trying to tap into that market. So again, talking about a niche
market here, I’m not talking about like a product that could go to everyone. How does it work? Well, they’re
looking at the start-up company and their average age is 37 which is fairly similar, maybe a bit older than what we
would see here in the DI market, and they’ve looked at the conditions that were covered and how people were
claiming on the disability and they realized that 7.3 percent of all the claims that they had came from a CI
condition. So they were not interested by the mental disease, back problems and others. Some people say okay,
mental disease well there could be some CI in there, let’s focus on cancer, MI, stroke, head trauma and paralysis.
That’s what they were covering for CI. How does that work?Well, a product can have five or eleven illnesses; there
has been some evolution there. What it does, there is a break point here, first year cover, second year cover. First
year cover, the only way for you to claim if you suffer a critical illness that is covered, once you suffer the critical
illness you can either elect to have that lump sum or have an annuity that will pay out for that first year. After the
first year elapses, if you are disabled after that point, then the DI kicks in and gives you a monthly payout. So that
makes for a much cheaper product but it’s really one way to integrate some of the CI into a DI concept that’s going
on in the market. Now this product is fairly new, don’t ask me for much sales. Same thing with the diabetes
product, those are actually extremely new so I don’t know what are the sales success of those, but this is definitely
something that is available around the world.

We’re going to go to no specific countries but in Asia some success that they had, definitely women’s condition
product where they’re looking at specific conditions that are targeting women especially during their fertility years
where they can have children. So they are looking at some products may have some pregnancy complications,
some products that will cover some congenital anomaly in the children and those are all kind of add-ons to what
CI or basically stripped out and really targeted to a specific need or a subset of it. They also have CI with some
health coverage so now we’re getting into what is a combo product but they are integrating bits and bytes, some
in the AD&D, dismemberment and some other accidental stuff that are going into a CI as well. So it’s not a
typical CI but it has got some other stuff that is covered there. And that will be the end for me, as I mentioned,
some of the stuff that we’re seeing in Israel and Australia will be covered by Scott. So I’ll pass the mike to Scott.

(Applause)
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Speaker Scott Rastin:Okay. Good afternoon everybody. I’m not used to speaking in a room where I actually know
some faces. Usually I kind of travel around and it is strangers, it’ll be a bit interesting. I’m going to talk about some
of my experience in the South African market and some of the products that exist there. I want to reiterate what

Fred said at the beginning, it’s not necessarily an endorsement of the product but when I was initially asked to speak,
they were saying you know the Canadian market, you know what are some of the things that could be radically
different comparatively.

Let me start by introducing the fellow on the right here, that’s Dr. Marius Barnard. In 1967 he and his brother
did the first human-to-human heart transplant at a hospital in Cape Town. Our office in Cape Town overlooks
that hospital. Then in 1983 is kind of his second claim to fame if not more. What he did is he had a private
practice and he would see people coming in that were getting diagnosed with critical illnesses and they would
have to, because of their economic circumstances, go back to work and they wouldn’t be able to then take time off
in their last days and spend it with their families taking care of themselves and their families. So he worked with
an insurance company to develop the first critical illness policy. The first critical illness policy that he worked on
covered cancer, heart attack, stroke and bypass surgery. Twenty-five years later, let me just tell you the products in
South Africa, a lot more so than in Canada, are extremely complicated. So Fred mentioned a lot of the features
with buy backs and stuff like this. We’ve gone to some markets covering in excess of 50 diseases and now the new
thing is what we call tiered benefits or staged benefits. What that’s about is that within every one of the critical
illnesses then you start saying, well depending on the severity of the disease or the progression of the disease I’m
going to pay out a different benefit amount. If somebody had a minor heart attack where they could go back to
work in a few weeks maybe they’re getting a 25 percent payout but if they have a very major disease then they get
the 100 percent payout.

So South Africa, maybe just a little bit about the market first. I mean I have a lot of friends in South Africa
so I could say this and they know that I say this. I think you have for the most part a bunch of companies in the
market and it’s not the most international companies. There are a couple of exceptions like Old Mutual, for
example, but you have a lot of companies that are focused internally on their own market and you have a lot of
actuaries working at those companies. I think a little bit of the innovative nature of the South African market
might be because, you know, it’s a job security thing. Everybody is always trying to get to the next product to keep
ahead of the competition and justify the number of actuaries that are there. But it makes it an incredibly innovative
market. From our side I guess there is some advantage of being there, just keeping on top of some of the latest
developments.

The product that were going to talk about is the scaled product or tiered product. As I said the idea being that
for every disease you start looking at, you know, how severe the disease is and what stage of progression it is and
then assigning a percentage of a face amount that gets paid off. Now the key, I think, thing to consider then: all
of a sudden if you’re paying off minor payments right, 25 percent because somebody had a minor heart attack, the
difference relative to like a UK market or I believe the Canadian market is the policy doesn’t terminate. So if all
of a sudden now I pay off, if somebody had a minor heart attack but I continued on, now I’ve got to think about
what is my co-morbidity because of the heart attack with every other disease that’s available in the product. And
so what happens is the product becomes extremely complicated in that you really need a team of doctors to explain
it to you. That, I guess, drives a lot of complexities that we’ll discuss later on in the talk. One of the key ones is
just think of it as we go through, from an underwriting perspective, if all of a sudden you have a product that’s
going to pay off multiple times and it could pay off multiple times the sum assured, then when you underwrite
that product, how many times sum assured are you underwriting for?

So a little bit of this, like I said, is just kind of a summary of the South African market and what I would
highlight, I mean a lot of what happens too is driven by they have like a rating house that looks at all the products
from all the different companies and they have a scoring system. I think, to tell you the truth, overall it’s a negative
thing from an insurance world perspective but maybe from a policyholder perspective it has got some benefits.
What tends to happen when you have the rating agencies driving the innovation is that it’s a race to the lowest



common denominator, I think. So whoever has gone out on a limb and did something further that’s good for the
public, everybody else has to follow suit. If you don’t, you’re going to just drop down the list on the rating.

The other thing I would point out, I guess I haven’t talked about, is just really a blurring of the lines. In South

Africa another product is called functional impairment; they have another product called physical impairment. So
they take their critical illness along with functional and physical impairment and they put them together in combos.
Essentially what they’re trying to get towards, and I think this is where the biggest advantage of what they’re doing
or the biggest endorsement I would have, is they are trying to get to a needs based approach. If somebody needs
to get paid a benefit because something happened to them, you’re moving away from the world where you’re saying
well is it an occupation definition, is it a definition of cancer, and you’re moving into covering the person if they’re
not able to work and they need a benefit then you’re looking at really what their body and the impact on their body
and paying the benefit accordingly.

Okay, so clearly the disadvantages of a scaling product are that it’s very complicated, it’s complicated for
everybody involved in it, but there are some benefits. I think intuitively it makes a lot of sense to pay a benefit that
corresponds to the severity of the disease. If somebody is really sick, pay him the whole face amount. If it’s a minor
thing, pay him something because maybe they’re out of work for a month or so. Try to avoid a windfall benefit, I
guess is the idea. The second advantage, it just kind of follows the same idea is it improves your public image
because all of a sudden when you include the minor benefit, so you’re paying 25 percent levels on your benefits,
what tends to happen is you expand the scope of what was covered relative to your non-tiered product. So if you’re
having something that is minor that before I would have declined you, the policyholder might have thought, well
I’m covered for it if I have a heart attack but then if the heart attack wasn’t severe enough then they’re not covered.
So at least here you’re saying well if you have a minor something I’m still going to pay you, so from a public image
perspective it has got advantages. Thirdly, it’s all of a sudden, you know one of the complexities of the product,
that for every disease now you have a whole series of definitions that covers what it means to qualify for that
disease. So because you’re able to target your definitions according to the severity level within every disease, you
can make your definitions more bullet proof for the future. Then the last thing, I mean from an anti-selective
perspective if I thought there was something wrong with me and I wanted to buy a product, I would much prefer
to buy a product that would pay me 100 percent, not somebody that’s going to give me a 10 percent or 25 percent
payout, so there are absolutely some advantages there.

So the first question usually that we get when we talk about staged products is, is it cheaper. The answer really
is, it depends. In some regards I mean you could take a lot of the diseases that were covered under the traditional
CI benefit and now you’re going to pay a smaller benefit amount on those claims. Contrary to that, what you’re
going to do is you’re going to expand your definitions, so you’re going to be paying claims now that you never paid
before. So what I have here is that the grey circle in the background represents a traditional critical illness policy
from before and you can see you’re going outside of those boundaries to pay off some minor benefits but then also
within those boundaries you’re going to be paying off lower sums assured. So it’s a bit of a mixed bag. From my
experience the tendency in the products that I have seen would say that the product is cheaper, maybe 15 to 20
percent cheaper, but that’s something that’s entirely variable depending on what you put into the product. It’s an
incredibly difficult product when you think about it from a pricing perspective and an underwriting perspective.
If somebody had an illness and now the product is going to pay off multiple times, then what is all the relationship
between different illnesses, first of all? If somebody had a heart attack, what are the chances they could get a stroke
later on? Also the probabilities of progressions within a disease. So, for example, if somebody has a heart attack
they are 41 times more likely to have a second heart attack than somebody who never had a heart attack before.
So when you start to think about how complicated it is just within one disease, it’s a daunting enough task involving
a lot of lawyers and medical people, underwriting people, etc., to try to understand how to set those definitions
and now you have to try to approximate across diseases. It’s virtually impossible.

I guess the key is, or what RGA insists upon is, that when we do a policy that has multiple payouts that within
any benefit category, we’ll only pay up to 100 percent. I would say some clients try to push that. To give you an
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example, we have one client and it was dealing with doctors in South Africa. What they wanted to do was say that
if two claims are unrelated, regardless of the fact that they are the same claim, like you could have somebody for
example who had a cancer claim and then they beat the cancer and then they have a subsequent claim, they would

still pay off the sum assured twice to them but they would consider those two claims independent. In our
discussions then we were trying to determine legally for example, how would you be able to enforce that. Their
answer back was, we would say in the opinion of our CMO if those two claims are independent then we would
pay you twice but if they’re considered related we’re only going to pay you once. Then our lawyers would come
back and say well your CMO is a biased person in the discussion so you can’t rely on him so then we’re back to
courts. But this product exists in South Africa and is supported by one of our competitors right now, so I guess
it’s a can of worms on how far you would go on things.

The key, in our mind, is to pay off 100 percent of the benefit within claims that are considered related. So
now the question is, how do you determine if claims are related? There tends to be kind of a different method that
you can do that and in fact you need to rely on this in conjunction with one another when you sell your product.

So the first one, I’m just going to go through these in order, the first one is called benefit categories and
essentially what you’re doing is you’re taking the critical illnesses, you’re looking at all of the different illnesses and
you’re putting them into buckets. So cancer in our bucket stands on its own in this example. Then you have
cardiovascular diseases. The idea being that you can only pay off up to 100 percent in any one of these buckets.
However, you could pay off in theory 100 percent in every one of these buckets. So imagine, you know somebody
buys a $100,000 policy, now $100,000 policy then with 11 buckets to pay at $1.1 million. When I think about
my age and amount requirements from an underwriting perspective, how do I underwrite the guy?

So some of the advantages, I mean, probably the most common method is to use the bucket approach. Some
of the advantages are very simple to understand, it’s just a mechanical method that you could apply and, like I said,
because of those reasons it’s commonly employed. The disadvantages of it: because it’s just mechanical method that
you’re applying, the reality is that sometimes it works and sometimes it doesn’t. Think of a circumstance where
somebody has a heart attack and you said, well basically I’m not going to pay off something that’s related to that
heart attack but then the person has something else. I guess maybe this is a better example, if you think of
musculoskeletal, if somebody loses a limb because they get into a car accident and then for some unrelated reason
they become paralyzed, you know, the spirit of the policy, if the two reasons are unrelated we’re meant to pay it
but in the bucket approach you’re just applying a formula. If once you pay off in the bucket you capture expense
at 100 percent of your claim.

The next method that people do employ, we refer to it as the claims matrix. So essentially this is taking the
bucket approach to the extreme and everything is a bucket in and of itself but you’re saying, if somebody claims,
you list all the coverages down the one side and across the top and every time there is a red dot.(I can’t read this,
I’m sure you guys can’t from back there) If somebody has a bypass surgery then they can’t claim for any of the
other diseases that have a red dot in it. There is a lot of appeal to this because then you can sit down with your
doctors and you could say, what is the likely relationship between if somebody has a first event that the second
event is related to the first event. Clearly one of the advantages is that it is very powerful, it’s easy to use, it is a
mechanical method, people can understand it. But the disadvantage, I mean, we talk about the Canadian products
being too complicated, you flash that in front of people and brokers and everybody else and it looks incredibly
complicated. Again because it’s a mechanical method actually sometimes it’s going to result in conclusions that
maybe you don’t intend.

Another method is to think about putting on a waiting period. I mean the waiting period just says if you have
a first event and then you have a second event within X number of days of the first event then those two events
are deemed to be related. Now, it’s a very important criterion to have because imagine two scenarios of somebody
gets in a car accident or some sort of trauma like that they can have several things happen in their body all at once.
So you want to say that’s one event and we’ll pay the sum assured once, or at the end of somebody’s life, essentially
when you have a whole lot of things potentially shutting down at the same time. So it’s something, another event
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it’s very simple to understand, you say look for whatever reason if things happen within 30 days, this is what we
commonly have, then we assume that those two events are related. So the biggest disadvantage and here is the
example of what I was thinking initially of a car accident. If somebody has a heart attack, they survive the heart

attack, you know you pay it off X percent of the benefit and then 29 days later they get in a car accident and have
something else happen. Those two events now we’re going to deem them to be related but there is really no
relationship between them.

The last method is going to be overarching. Essentially we want to go back to the example I said where we
say in the opinion of our CMO if we think two things are related we’re only going to pay up to 100 percent. You
know I guess what we do here is we put it in and say that it has that wording. However we recognize the
enforceability and if we go to court it’s not going to stand up, so that we use this wording in conjunction with the
other methods. Ideally, we would have wording that says if the two claims are related in our opinion we’re only
going to pay up to 100 percent. We would also have a waiting period on top of that and then either/or have the
benefit categories or the matrix. So the advantages of just the related wording, that’s what we’re trying to do. I mean
when you think about what is the intention when we set this policy, the intention is we’ll pay you off several times
if you have independent things happen to you but you know if things are related we’re only going to pay up to
100 percent. So the disadvantage of the related wording, like I said, the biggest one is it’s legally flawed. Secondly,
or it could be primary I guess, thinking about from the policyholder’s perspective, do they really now know what
is covered? We say well in the opinion of our medical doctor you know if it is related. How does the policyholder
judge that? Lastly, if you do decline claims because you believe that they are related, it’s going to lead to bad press.
Just think about the legality side and the opinion, back to the idea of saying well if you had a cancer and then you
said well if I beat it and then you have another cancer, 50 percent of the time if somebody has lung cancer it will
go to their brain. So 50 percent of the time it’s related and 50 percent of the time it’s not related so how do you
say in the opinion of our CMO, you know even if it’s 90 percent of the time it’s related and 10 percent it isn’t related
then how do you prove it’s not the 10 percent that is or isn’t related?

The other key aspect we have sometimes talked about this before the slide with the mailbox. We’re talking
about the number of diseases covered in different places in the world. When you start taking a policy that is
covering 40 diseases or so and then you start adding the scaling, now within every disease you’re having two, three,
four different levels of payment, well each disease category a severity level will have a separate definition of what
defines it. So when you start doing your documentation about what describes your policy, you get a package that
won’t even fit in your mailbox. It’s enormous. So the question is when you think about it and you’re trying to put
all these definitions down you know what is the proper approach. Think of the enormous complexity of it. When
you think of the insurer’s definition versus the doctor’s view versus the policyholder’s, then you can put the
underwriters and the claims people under the insurers I guess, but the reality is what is important is that whatever
definitions you choose it doesn’t matter whether they’re strict or whether they are liberal, it’s just that everybody
is on the same page. So whatever the insurance company is pressing for is what the claims people are adjudicating
for and it’s clear to the policyholder that is what is covered or not covered. So the key is just to make sure that you
know it’s in line with the company philosophy and that it’s clear and that the criteria are objective.

Throughout this I’ve been talking a little bit about the challenges just in the complexity. I mean I’ve priced
critical illness around the world in markets and this is by far the most complicated product that I’ve dealt with. I
can tell you what I need to do is I need to sit down, I’m sure that many of you know Phil Smalley, I need to sit
down with Dr. Smalley and have like entire afternoons going through one disease. We start to say if we’re going
to price, say, the dependency on heart attacks, what does the data show us and how do we ensure that when we’re
pricing that, you’re reading medical journals etcetera, etcetera, and you’re trying to line it up. You need a doctor,
I need a doctor and I deal with this stuff on a regular basis, to understand what it means. So imagine a broker trying
to sell this product, I mean they don’t stand a chance; there is no way they stand a chance.

Now imagine the policyholder and the same thing. I mean one of the things about South Africa, there is no
consistency, there is no ABI definition like the UK where everybody is trying to do something similar so that you

GENERAL MEETING (PD-9) 13

PROCEEDINGS OF THE CANADIAN INSTITUTE OF ACTUARIES Vol. XXXX, No.1, November 2008



could compare product A versus product B. It’s not like that. Everybody’s product is all over the place, the
definitions are all over the place and the price of them is all over the place. So the policyholder doesn’t have a
chance. You get to the pricing side, I mean you know South Africa is a challenging market from a data perspective

even on the traditional products we see and the admin capabilities of the companies that feed us. So from our
side we’re just getting to the point where we have a significant amount of data on a traditional product and now
we’re going to expand it to this product that you know is a large departure, so essentially we’re flying blind. I mean
what we do is we involve our doctors, our underwriters and you know we’re making educated guesses but you
know to be clear they are guesses. You get to the underwriting side and I’ve said this a couple of times, “now how
do I underwrite?” Somebody comes in you know and I could potentially pay off several times their face amount.
When I think about age and amount requirements where do I slot them in? But even potentially more important,
think from an anti-selective perspective. As an underwriter, if I pay off on major occurrences of serious diseases
right, I think about the testing that I get and how do I interpret those tests and protect the company against anti-
selection? Now if you expand your definitions to include these 25 percent payoffs, you’re including payoffs for
things that are much more minor than what the traditional product contemplated to the extent that the person
now might know that there is something wrong with them, will they be able to get their product through the
underwriting process.

Now the last thing I just go to the claims people. Now the claims peoples say okay I’ve got somebody who
has got a cancer or a heart attack, now I’ve got to assess is how severe is that cancer or heart attack. Does it fit under
the 100 percent payoff or the 75 percent payoff or what have you? Is it part of a pre-existing condition where it’s
a progression from an initial claim that’s now moving on in the progression stage so that I had a 25 percent payout
before but now it’s moving up to 50, 100 percent on it? The complexity of this product is just enormous.

What is the future going to hold. On the one hand if you include a whole bunch of minor illnesses in your
product and you have medical advancement then the likely scenario in the future is that you’re going to have more
incidents of minor illnesses, minor payouts right. But offsetting that, if all of a sudden you detect more minor
illnesses, is it going to prevent more major illnesses in the future? Our expectation is that it is going to result in
maybe higher payments of lower face amounts earlier but then maybe some benefits later Now just think about
anti-selection in the future so that you could go to India, you could get a full body CAT scan done and it will cost
you about $600 right. Medical tourism is just on the increase. Dubai is trying to set it up where you could go see
the best doctors in the world, have the best treatments and then stay where it’s sunny every day of the year in one
of their resorts. So you know to the extent that people could do this and start understanding, I mean so this is the
future of medicine. Additionally, genetic engineering is going to change us in the next century. To me one of the
biggest fears about critical illness and especially when you get this complicated is what that might mean to us.

So, not to sound negative, but I think overall this product has some positives. You know the idea of trying to
figure out what are the needs of the person in paying off a benefit that’s in line with their needs is a good thing.
The idea of avoiding the windfall nature so somebody you know like Fred mentioned could go in for a heart attack
procedure and then come out with the full benefit, I mean it’s nice to avoid that and it’s also nice to potentially
have a lot less on the decline side. I think there are some benefits but the complexity of it is just immense as well.
Alright, thanks very much.

(Applause)

Moderator Jacques: Alright, thank you very much Scott, thank you very much Chris. We just ran out of time
but I think that we’ve learned a lot about what’s going on around the world. A few points that I think have been
highlighted, in some markets simplicity is the key to success. In some other markets it looks like complexity is the
key to success. One of the key strengths of CI in Canada is that we’ve been able to learn from mistakes from the
past and we took baby steps in the CI market so that might be a good thing. That might not be a good thing in
terms of sales objectives but if we look at the complexity of a product like in South Africa or other products like
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this, it is good to see some other people trying to make mistakes and we can pick it up later without having all those
pitfalls. So thank you for travelling with us. You can disembark now but there is some cocktails I think outside but
if you have any questions feel free to come by and ask us anything you want, alright. Thank you very much.

(Applause)
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