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Moderator Darryl E. Leach: We are a few minutes late in getting started, which, I guess, is okay because our governments
have been a few years late in getting started on solving the health care crisis.

The theme of this session is the apocalypse now or the apocalypse no, the only difference between those two is one “W”,
which is important to politicians, just as it was important to both the Leafs and the Raptors. One more “W” would have
been very good for them. One less “W” would probably be better for the politicians, currently.

My name is Darryl Leach, and on our agenda today is a discussion about health care and, hopefully, we are going to
have a rational debate.

I am very pleased that we are going to have three very distinguished speakers and, in order of speaking, we are going
to have Owen Adams, the Director of Research for the Canadian Medical Association, speaking first about the OMA’s
recent paper, called In Search of Sustainability – Prospects for Canada’s Health Care System. He will be followed by William Robson,
the Vice-President and Director of Research from the C.D. Howe Institute. He will talk about the C.D. Howe research
paper – Will the Baby Boomers Bust the Health Care Budget? – Demographic Change and Health Care Financing Reform. He will be followed
by Rob Brown, who will talk about the submission that the CIA’s Committee on Health Care Practice presented to the
Senate, back in March, entitled Health Care in Canada: The Impact of Population Aging.

I would ask that, if you have questions, to please hold them until the three presentations are made. Then I will have
the panel comment on the other presentations, if they have such comments, and then we will throw it open for discussion
and questions.

So Owen, if you are ready, we will start.

Panelist Owen Adams: Thanks very much, Darryl. It is a pleasure and a privilege to be invited here today to your
meeting.

I will be speaking about a paper that was done a year ago for our Annual Meeting, called In Search of Sustainability. I brought
a few copies with me. It’s on our website at <www.cma.ca>. Then I updated it in the winter and, unfortunately, I had
to send it to the printer just before Bill Robson’s study came out and before the Kirby hearings.
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First of all, what is this issue of sustainability mean to publicly-funded health care? It means several things:

• Firstly, the balance of the amount of resources going to health versus other areas of expenditure. We currently spend
somewhere between 9% and 10% of GDP on health, compared to the US, which is just under 14%, and ahead of some of
the other countries, I guess, around 7% or 8% mark of the OECD.

• It refers to the relative allocation of resources to different program areas within Health. For example, the balance between
prevention and cure; the amount of public versus private funds as a proportion of total health expenditures with approximately
70% public.

In terms of the challenges of sustainability, again, there are several options:

• Providing a range of services that covers the full continuum of care. If you are looking now in Canada, we’re talking about
how we are going to manage things like Pharmacare and home care;

• Providing health care services to the entire population, which is still a very big issue in the United States but not so much
here;

• Keeping pace with technological progress. I just heard Maureen McTeer talk about some of the prospects of the genomics
revolution;

• Caring for the increased proportion of the elderly population. I guess that that is driving some of our discussion this morning;
and

• Renewing the health workforce, as we look at international shortages of some health workers.

When we started on our work about a year ago, we compiled the literature out there and I found that it roughly fell
into four camps or, what we have called, four schools of thought.

The first one is that total health care costs are going to rise sharply, thereby increasing demands for public funds for health
care. Certainly, I think that the Conference Board studies on this; David Baxter’s studies for the Urban Institute in British
Columbia; and, I would certainly put the Robson study in this category as well.

The second school – and it is based using the same information as the first – is that the costs will rise gradually and
the increase will be manageable, due to growth in the economy. I think that Frank Denton is the most notable champion
of this perspective, from McMaster University. I think that you will also find too that the Health Minister’s study, done
for the Premiers’ Conference last August, is of this view and as well as the Canadian Institute for Health Information,
in their Health Expenditures Report last year. Essentially, they argue that the economy will grow as well.

The third school is that the demand for health care will increase, but we will be able to contain costs by operating the
health care system more efficiently. I think that the foremost in my mind for this is David Foote’s book, Boom, Bust and
Echo. He talks about integrated delivery systems. You saw, earlier this year, the research study out of the Tommy Douglas
Institute, which was arguing this perspective as well. There is also the talk about issues of health expenditures in the
last year of life, and I will comment a bit more about that.

The fourth school, which enjoys the least support, is that the demand for health care is actually going to decrease because
the population is going to enjoy a better health status. At the time that we wrote this last year, they were starting to see
some evidence out of Statistics Canada, for example, showing that the last years of life, show a lower proportion of time
spent in disability than between the 1991 and 1996 period, and also by comparing the 45 to 64-year-old age group,
between 1978 and the mid-1990s, a lower prevalence of certain diseases. This is roughly called The Compression of Morbidity
Thesis, by James Friese, out of Stanford University.
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We polled the public on this last summer, just before the Annual Meeting, and we saw that by far the greatest public
concern was over this first school of thought, with 45% agreeing that costs would rise sharply. The least amount of
support was for school four, that the demand would decrease due to a better health status.

How that would compare with the policy-making elites, I do not know for sure. Certainly, amongst those camps, a lot
argue for increases in efficiency, but this is what the public thought a year ago.

So I would just like to comment and add a few additional comments to these schools of thought because I know that
the other speakers are going to pick up on some of these issues.

To comment on schools one and two, a lot of these have looked at a sort of projection or extrapolation of mapping current
age-specific patterns onto future population projections, but there is another way of looking at that and doing retrospec-
tive analysis over the last time period.

This is one article that I cited in the paper last year, by Getson, out of Temple University, I believe. He was looking
at... it is a cross-section regression analysis, using OECD data of health expenditures over four years for about 20 countries.
There are 78 observations in this and these are simple regression equations projecting increases in expenditure based on
looking at three variables at different points of time.

The first one, called equation five, you can see that entering percentage of population, age 65 plus, and both the
independent and dependent variables were logged. You can see a fairly large coefficient and a significant “T” value,
explaining roughly 27% of the variants.

Then, by adding in income, you can see that the size of the coefficient for age drops quite a bit. It is still significant
and the “R” squared increases dramatically.

Finally, in equation seven, when you add in the income variable and a time trend variable for the number of years, you
can see that the coefficient for the population, age 65 plus, drops to just bare significance and, in fact, when he re-runs
his models using the change between the two different decades, the actual age coefficient is negative. That is one way
of looking at it. Getson also suggests the need to look at countries that are already older than ours, the UK and Sweden
for example, to see how they are managing.

The other thing that I went back and looked at last year was a study that I had made a modest contribution to in my
early days at Statistics Canada. I spent a period there and this was one of the first health-projection-type studies to be
done.

So, what I have compared here are the projected hospital days using what they felt was the most likely projection of
days of care required. This projection was taken in about 1979 and it was projecting from 1970 onwards to 2031. I have
only shown it up to 2001 here.

I have compared that against the actual data, which we now have up to about 1996-97, and you can see that the high
period was actually 1987 and, after that, there began to be a dramatic downturn in hospitalization.

So what happened? A combination of things like the advent of day surgery and cost pressure and certainly hospital beds
have been taken out of the system over the past number of years. There is an actual drop of about one quarter in
hospitalization, certainly over the ten-year period from 1986 to 1996. So there was a projection made and then the actual
rates dropped.

There has been a similar issue in the United States. A number of studies forecasted a huge physician surplus in the United
States by the year 2000, and that has not happened.

(Slides unavailable)
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If I could just look at the next one, often in these kinds of discussions, you hear, Okay, well, one of the issues in health
expenditures is that such a large amount of the costs incurred are during the last year of life.

There is actually a Canadian study based on longitudinal-length data from British Columbia, that I found, and, to some
extent, this is true. On the column, there are three different age bands, looking at a period with a series of survivors
and death incidences, over a similar-interval period.

What you see is that the ratio of those who died in the six-month period, over survivors, it is, indeed, very high at the
younger ages, for example, almost seventeen-fold at age 65, but it drops significantly to 2.5 in the 92-93 band. Although
I would stress that, if you look at just the survivors, there is a big increase in expenditures by age group which supports
a lot of the earlier work that has been done.

If I could just get on the next one, in terms of the so-called efficiency school, this last summer the Health Ministers
reached a health accord. Leading up to that, there were several reports that were done offering them a number of
recommendations. Last winter I took these reports and cut out everything that looked like a recommendation, and I
ended up with 82 little slips of paper, and then I sorted them into piles.

You can see that the leading number of recommendations was on issues of comprehensiveness. I put this up to show
that there is a variety of ideas being put forward as to what might be done in the health care system to improve its
sustainability, not all of which relate to funding, far from it. So there is certainly, among experts, a wide number of ideas
that have been put forward.

In terms of why some of this stuff matters – and I think that Bill is going to get into this – I think that there is starting
to be a concern about sustainability and several proposals have come forward with ways of making sure that there is
sufficient funding in the system. Such things as tax credits, a tax-back, contributory funding for things like long-term
care – the Leclerc Commission Report in Québec said that – individual contributory accounts and then, finally, voucher
systems.

Just as a caution, when we need to think about that, one thing that I did want to point out is that this next indicator
just looks at indicators by income level for Canada in 1998-99. What you see is a very strong income gradient, in terms
of prescription drug insurance and, at the same time too, a gradient, in terms of hospitalization, with people, in the lowest
income group, being more than twice as likely to be hospitalized in the previous 12 months, as the highest. Most figures
are age-adjusted so two points to make about them there, in terms of people with lower incomes are less able to afford
any kind of supplementary insurance and are more likely to experience a poorer health status.

In terms of thinking of the future, I think that there are some critical uncertainties: consumerism, deregulation,
globalization and technology. Related to technology, I think that there is still an open question as to what is going to
happen to our life span. Studies done in Nature and Science, just over a year ago seem to indicate that the threshold is still
increasing beyond 85, suggested by James Friese.

Then, on the last overhead... I have just called one of my formet colleagues from when I was working at Statistics Canada,
Dhruva Nagnur, who said that basically you could advance science in one of three ways: Either a new theory, new data
or new methods. I certainly think that this whole debate and discussion can benefit from all of these things.

Just for a new theory, population health, which talks about how there are multiple determinants of health to cause health
status and inequalities. I think that there is some promising research there.

Complexity theory and changed management and ingenuity theory are all things that are sort of related. Health care is
a complex system. I think that I have already shown you examples of the adaptation from the hospital projection study.
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In terms of new data, we are now getting much richer data from things like the National Population Health Survey and
that gives us the ability to compare socio-economic and demographic characteristics to health care utilization, and I think
that that could take a lot more analysis.

I will stop there, sir. Thank you.

...(applause)...

Panelist William B.P. Robson: While we are doing the technological fixes here, I will say that I am also very flattered
to have been invited here today. I should say that the Canadian Institute of Actuaries does a lot of work related to public
policy that is very impressive, pro bono-type activities, but very valuable to the country. There are so few organizations
that, on a regular basis, are looking a fair distance ahead and warning us about things that we need to look at beyond
the normal horizon of political decision-making.

Now, I know that time is limited and the organizers want to leave sufficient time for questions and comments, so I am
going to jump right in and, first of all, give a quick overview of where I am going to go.

First, I will start with some background numbers. They are scary numbers. People seem to like to see these. I do not
want to disappoint them, essentially, the point being that, if current trends continue, the cost of health programs, relative
to the resources available, is going to be higher than we are used to.

Importantly, for what I am going to talk about, the pressure is going to be uneven across the country. What that uneven
pressure means is that Ottawa is likely to pick up part of the tab for the increased health budgets with new transfers
to the provinces on an ad hoc basis, if we just continue the way that we have been going.

I do not like ad hoc increases. They create a bad environment in a number of ways. First of all, it is an unstable
environment, and I will argue that that is a bad thing, that an unstable environment creates bad incentives for
policymakers and that it militates against the budget surpluses that would improve our fiscal capacity to meet this
challenge.

I wrestled with the title for this slide. “Solutions” is far too strong. Even “answers” may be overstating it. But we can
improve the environment for dealing with those scary numbers, I think, and I am going to make a couple of suggestions.

First of all, I am going to suggest that we might reform federal-provincial transfers in a way that would make them more
stable and less distorting of incentives than the ad hoc increases that, otherwise, probably in the future, would be.

Secondly, I am going to suggest that we might pre-fund some of the costs of that transfer and, thus, help to offset some
of the future liability that health spending increases represent.

Then, at that point, I look forward to your feedback and your praise or your outrage, as the case may be.

Now, Owen has recently gone over a few of the numbers. We all know that health spending is big. I am focussing here
on provincial and territorial government spending so the public sector part – $62 billion in the year 2000. Macro types
like to scale it to GDP and that is easy to do in the year 2000 because GDP was about a trillion dollars.
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So the light bar here is the 2000 figure – 6% for the country as a whole, up from 5%, 20 years earlier.

Now, I hope that you can read the provinces here. The key point is the obvious one. It is a fairly jagged chart. There
is a lot of variation across the country. We are going from Newfoundland over here, second from the left, to Alberta and
British Columbia, there on the right, and the Territories, at the far side.

Now, if you are a provincial finance minister, scaling it to GDP is a little abstract. What you might be more interested
in is comparing it to your own revenues and, particularly, anticipating a point that I am going to be emphasizing later,
the revenues that you raise yourself, not the ones that you get from Ottawa, but the stuff that you can actually control
yourself and the stuff that costs you politically.

If we look at health spending, relative to provincial, own-source revenues, again, what you see is a fairly uneven pattern
across the country, about 35 cents on the dollar, nationally, over here on the left.

From time to time with these charts, I have to truncate the vertical scale, in order to avoid suppressing a lot of detail.

In the Northwest Territories, in Nunavut actually, the figure is 140%. They spend more than they raise in taxes themselves
on health care. Now, that is one piece of background information.

The other key piece of background information that is going to be very familiar, I am sure, to you is this famous chart
of the age profile of provincial spending on health per capita. In very round numbers, people who are 65 or over
consume, on average, about five and a half times more than people under 65.
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I said that this was familiar, and familiarity breeds contempt, and this type of illustration breeds a lot of contempt. I do
have some material on why it may, or may not, be a reliable guide to the future. Owen touched on some of these things.
For now, I am going to proceed on the assumption that it is, and maybe that will be a source of outrage later.

Now, demographic projections, we should show them even though, again, a lot of them are familiar to you in this room.
I will just very quickly click through the assumptions that go into my black box. I will not read them out. They are
in your handout.

They are clearly middle-of-the-road type of projections and, no surprise, but what does it all mean? We get a big increase
in the elderly population going forward and slow growth, and then, in this scenario, shrinking of the working-age
population.

A familiar way of summarizing those cross currents is to calculate the ratio of the population, 65 and over, in this case,
to 100 working-age Canadians. I will not go into provincial details except to make, again, the obvious point that the
outlooks differ a good deal across the country.

In your handouts, there are now a couple of slides that address the reliability of the age profile of health spending as
a guide to the future. With your permission, in the interest of time, I am going to hold off on that and we can take
it up in the question-and-answer period, if you are interested.

But, for a given pattern of health spending by age, and for given patterns of economic output per working-age person,
the different outlooks that you see here imply quite strongly differing outlooks for health budgets across the country.
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Now, in order to get from this calculation to provincial health budgets, you have to put a couple of other things into
your assumptions, and let me just quickly outline a base-case assumption for you, some fairly middle-of-the-road
assumptions, I think.

First of all, on the revenue side of provincial budgets, the key assumptions that I am going to make are, first of all, that
output per working-age person, per person age 15 to 64, the conventional definition, that that rises 1.6% annually in
real terms which is the same speed that it rose at over the last couple of decades.

Secondly, I am going to assume, for the sake of a base-case illustration, that we have constant, tax-to-GDP ratios so
governments continue to draw the same proportion of incomes into their coffers in the future, as they are doing at the
moment.

On the spending side, a couple of assumptions. First of all, before allowing for demographic change – so controlling
for the age and sex composition of the population, I am going to assume that utilization per person of any given age
rises at the same rate as output, 1.6% annually, so in line with the economy before allowing for demographic change.
Secondly, and controversial obviously, I am going to assume, for a base case, that inflation in the health sector is the
same as inflation outside the health sector. We can quarrel a lot about those assumptions, but just bear with me while
I look at what that gets you.

You will readily anticipate the main point, which is that the tax base that supports provincial health budgets grows less
rapidly than the health budgets themselves do.
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If I show health as a proportion of GDP, again, this is public sector spending, nationally, we go from 6% recently to
a little more than 7% in 20 years, and then about 10% of GDP by 2040. Newfoundland is truncated. It is actually 20%
if you just grind the handle of this model and see what comes out.

If I compare health spending to own-source revenues, again, assuming constant, aggregate tax rates, you see much the
same kind of a pattern across the country, certainly, and, nationally, we see an increase on health’s claim on own-source
revenues, getting over 40% in 20 years’ time, close to 60% by 2040. Only in one province, in that latter year, would
health, under this kind of a scenario, take less than half of a province’s own-source revenue.

Now, one thing that, I think, is useful to do is to compare the increases in health-related spending in this scenario to
other familiar measures of government liabilities. The thought experiment here basically to say: Well, let us think of the
set-up that we have now as an implicit promise.

Essentially, governments are committing themselves – and they do this regularly – to continue giving us health services
on the same terms and under the same conditions that we now get them. People do not talk about this in these terms
exactly, but there is a bit of a commitment out there that we are not going to see the proportion of taxes that we pay
go up, that essentially they are going to continue to tax the same share of our incomes that they do now. Certainly,
governments are not talking about tax increases right now.

So let us think about the difference between health’s future claim on revenue and what it currently takes as an implicit
liability that arises out of that promise. What I am going to suggest is that, if you take that amount in dollars, what I
do is that I evaluate it over a 50-year time horizon. Well why? That is roughly the average life expectancy of every living
Canadian to whom these promises have been made. I discount it at 6% nominal, 4% real, roughly, 2% inflation.

I should say that I have presented this to audiences who had actuaries in them before, and I have gotten away with
it, but I have never presented it to an audience entirely composed of actuaries so my string may be about to come to
an end.

But, for what it is worth, if you do that kind of an exercise, what you calculate is a liability of $530 billion. It is kind
of an arbitrary sort of calculation, but, in fiscal policy, it has a pretty straightforward interpretation, which is that, if we
wanted to allow health spending to increase, as I have just described, but that, at the same time, we wanted to hold our
tax rates constant, we would need a pot of assets yielding 6% annual returns, in order to cover the difference.

If you think about this type of a liability, as macro economists often do, scaled to GDP, what I do here is that I show,
with the light bar, that liability that I just described, and the dark bar is the current net debt of the provinces, the
conventionally-measured debt. What you can see is that the light bar is taller than the dark bar, nationally, and in the
provinces generally.

Again, if you look across the country, you can see that there is a lot of variation when you compare the size of the liability
that the provinces face, and then how well they are prepared to deal with it, on the basis of the rest of their fiscal situation,
how heavily indebted or otherwise that they are.

Now, I did note that the assumptions that I have made are open to dispute and, for those who like scary numbers, let
me just throw up one alternative, not a very radical one. But just imagine, rather than my base case, that the relaxed
fiscal pressure that we are now enjoying means that it is somewhat as was the case over the last 20 years.

First of all, we see health utilization outpace growth in the economy generally, again, before allowing for demographic
changes, but, instead, just half a percent every year for the next decade, outpacing growth in the broader economy. Then,
after that, we rein it back in gradually over another decade so that, after 2020, it grows in line, as in the base case with
the broader economy. So it outpaces it for a decade and then gets reined back in and then grows in line with the broader
economy.
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For the sake of being very straightforward here, I am going to make exactly the same type of assumption about inflation,
half a percent annual increase in costs in the health sector, beyond what we see in the broader economy, and then, after
a decade, we begin to rein that in so that, after 2020, costs in the health sector grow in line with the broader economy.

Not very dramatic assumptions, certainly very much in line with what we saw over the last 20 years. What would the
health liability look like under those circumstances? Well, the light line here is this alternative scenario relative to the
dark line base case, and you can see that the liability in dollars is about $830 billion, a little bit more than 80% of GDP,
and the variation among the provinces is obviously more intense.

Now, there are all sorts of other possibilities, but I would submit that probably the liability that we face for future health
care costs is somewhere in the range that I just outlined, between, say, $500 billion and $800 billion. Within that range,
there is a lot of variation also, in terms of the quality of health care outcomes in the country and also for the taxes that
we will actually end up paying. Where we end up in that range obviously depends on what we do meanwhile.

That gets me to the environment in which those decisions are going to be made. My heading here is essentially that
we face, under current circumstances, rather awkward politics. The pressure is intense and very uneven across the
country. On that basis, it is likely that the federal government is going to be stepping in here and there to help to bail
the provinces out on an ad hoc basis and, as I say, if the recent performance is any guide, this is going to be done in
an ad hoc way.

I do not advocate increases in transfers and the reasons are, first of all, that they are unstable. They undermine the
framework for long-term policymaking that block funding is supposed to provide. Essentially, they turn the funding
into tied-funding.

A very closely related point, they create a bad incentive environment for provincial policymakers. A very simple example
of this is that, if a provincial health official is in Ottawa trying to offload the costs of his or her health programs to
taxpayers elsewhere in the country, if you are the federal government, by definition, this person is not thinking about
managing waiting times and other things that we would want health officials to be thinking about, in managing their
own health programs.

Fiscal imprudence: I will just give a very quick and vivid example of why, I think, ad hoc increases undermine fiscal
prudence. If we go back to 1999, there was a Canada Health and Social Transfer (CHST) supplement – in the federal
budget that year, $3.5 billion that was supposed to be drawn down over three years.

Once that money was in the trust account, the provinces continued, as they always do, to complain that the federal
government was inadequately supporting their health programs. The federal government turned around and said: Well,
you have not spent every cent of the money that we put into those trust funds so, therefore, you are the ones who are
letting patients die in hospital corridors. Do not blame us.

The message that comes out of that very clearly for the provincial policy maker is: Spend as much money as the Feds
give you, as fast as you possibly can, because that is how you make the case for more.

So, I do not like, what I call here, the serial ad hoc-ery and the implications of that. What would be better? Well, let
us just flip these three points over and imagine a policymaking environment that is more stable, more incentive-neutral
and more friendly to budget surpluses and fiscal prudence.

Well, the cleanest way to improve the environment, that I can think of, would be to simply dump the Canada Health
and Social Transfer completely and give the provinces the tax room, but I will leave that one for questions and answers,
if anybody wants to pick it up

But, in the imperfect world that we live in, one alternative would be something along the lines of, what I would call,
a seniors’ health grant. Let me illustrate the type of thing that we might think of here.
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We could carve something out of the CHST – the Canada Health and Social Transfer. What I am thinking about is a
per capita amount that is linked to the population over 65 in each province, and I am going to illustrate with a grant
of $3,000 per senior because that is the largest amount that you could provide and still leave Ontario with anything left
over from its current Canada Health and Social Transfer amounts.

The idea here is that, initially, for each province and for the country, as a whole, you would offset the value of this
grant by decreases elsewhere in the CHST and then, subsequently, you would allow the per-senior grants to escalate at
the same rate as GDP per person, just the way that the CHST does.

There would be no incremental costs in the first year, but, over time, because the seniors’ population is growing faster,
this grant would also grow faster. The per-senior amount would be growing and, at the same time, of course, the number
of seniors is growing, and the extra money that would go to each province would, by construction, be proportional to
the growth in its elderly population. So the provinces that are the most exposed to demographic pressure, would be the
ones who would get the most help.

What would this do? Well, if we go back to my calculation of the health liability, the base case is the blue line here,
50% of GDP nationally. What happens for each province is that a fair chunk of their liability would get shifted over
to Ottawa. Of course, for the federal government, this is an increase in liability, not a decrease.
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My point is that it is likely to happen anyway. I think that ad hoc increases in transfers are likely to involve some sort
of a shift in the health liability along these lines, but I would submit that, if we were to do it in a block-funded, stable
way like this, we would be able to have an environment that is better for long-term policymaking and more incentive-
neutral.

Now, what about fiscal prudence? I said earlier that, in terms of the health liability, how big it is depends on what we
do, but there is no doubt that it is big. The issue is: How can we protect ourselves from accusations, from generations
X, Y, Z and so on, that we saw this coming and just decided to let them pay?

Essentially, there are two issues connected with fiscal prudence.

First of all, there is the economic challenge. The implicit health liability, as I said, is a measure of the income earning
assets. We would need to cover this gap that may loom out there and, in order to offset that kind of liability, one of
the things that you can do is that you can simply pay down your regular debt and then your interest payments shrink
and you have the room in your budgets to deal with it.

But there is a political challenge associated with that and we are all familiar with it. When a finance minister presents
a surplus, immediately, critics say: Well, essentially, you are allowing patients to die in hospital corridors for the sake
of the bond holders. So surplus has appeared to conflict with health spending.

My idea is, essentially: Why do we not, as some other countries have done, essentially stamp “health care”, in big, red
letters, on some of that budget surplus money and put it in a piggy bank, with even bigger red letters that say “health
care – for future health care spending”?

Now, there is a model that we have for dealing with that kind of a liability, and I am going to borrow from the Canada
Pension Plans here. As you know, there was, in that case, an unfunded liability related to the “boomers” pensions. We
had projections showing big increases in payroll tax rates, if we stayed on an essentially pay-as-you-go basis.

There was a reform package. It did not aim to fund the program fully, but what it did aim for was some kind of long-
term stability in the ratio of the plan’s assets to its annual payouts. As the reform package was scoped out, the number
5 sort of popped out as one to aim for and, right well, you had to balance it. You had to balance that with some sort
of politically acceptable contribution rate. In a fit of marketing genius, somebody said: Well, 10 is too high so let us make
it 9.9%.

Well, how about a similar approach to the health liability? What would we do there? What I will do... and, again, this
is just for the sake of an illustration. I am going to treat the incremental cost of this seniors’ health grant, that I talked
about, as the liability that we would like to try to pre-fund. I will call the method for doing it “a seniors’ health account”,
and I will not presume that everyone here is an admirer of the Canada Pension Plan reform, but the one very notable
thing about it is that it works politically.

So we now have a situation where we are looking at the pre-funding part of the “boomers” health care, following the
CPP lead, an aim at a stable, long-term ratio of assets to payouts over 50 years. Again, I will borrow the number 5. With
6% annual returns, what would it cost if we were to start putting money in an account like that right away?

Well, the annual contribution would be about two-thirds of a percent of GDP. So, in the first year, nothing would come
out, but money would go in and then, over time, the contribution into the account would escalate as the economy grew
and gradually, as the cost of the seniors’ health grant began to increase, you would see the payouts from the account
begin to increase also.
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If I scale it in this chart to total provincial government spending on seniors, you can see that, over time, the investment
receipts begin... the payouts begin to catch up with the investment receipts. They cross over in the mid-2020s, which
is about the time that the pressure of the baby boomers aging is getting most intense.

Over the long run, just as with the CPP, generation Z, and going on from there, would have to decide, “Do we want
to rejig this and keep it up and running indefinitely.” That would be for them to decide, but, from the current
perspective, the question is, “Is this the type of thing that we should be thinking of to try to spread the burden of the
health care costs of an aging population?” I think that, as we think about the fiscal prudence part of the challenge here,
it is, in fact, something that we ought to do.

So, I will conclude on that note. As I have said, the numbers are a bit scary. There is a fairly sizeable, implicit liability
and the burden is uneven across the country.

Awkward politics, I talked about the dangers of the current approach: Instability, distortion of incentives and fiscal
imprudence. But we could create a better environment. We could rejig federal/provincial transfers. I have suggested a
seniors’ health grant that would provide more stability and also a better policymaking environment, and I have suggested
that we could also use something like a seniors’ health account to pre-fund part of that liability.

So thank you very much for listening. You have seen the scary numbers and some suggestions. I look forward to your
praise or your condemnation, as the case may be.

...(applause)...
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Panelist Robert L. Brown: Well, Bill, we can give you a bit of solace because, back in 1995, the Canadian Institute of
Actuaries had a Task Force on the Future of Health Care Financing in Canada, and we did a calculation of the implicit
liability. Our assumptions were slightly different.

We took every Canadian age 20 and over and ran their health care out, in fact, until they died. So we took a closed
cohort and followed them through until they did not exist anymore. The implicit health care liability was within a tick
of $1 trillion. So that $583 billion is not scary for us because we think that it is actually $1 trillion, depending on some
slightly different assumptions, and the key is always the assumptions.

What I want to take you through today is the submission that the Canadian Institute of Actuaries made to the Senate
Committee on Health, and this is being chaired by Michael Kirby. You have a handout of the entire submission on the
desk outside.

You also have a handout of our presentation today. You will see a lot of overlap. We do not apologize for that because
wise, analytic people tend to be drawing similar conclusions and analyzing the data in a similar fashion.

The particular focus of the Senate Committee, on the day that we presented, was the impact of population aging on the
future financing of health care. So that is the reason that we are so focussed on that particular aspect.

We started this, I think, as something that Darryl put in just to make everybody feel good. We let them know that the
more that they dug into this complex issue, the more complex that it was probably going to become.

Now, we started out by pointing out that, in fact, Canada is not one of the older populations in the world and will not
be in the future. Yes, we are facing population aging, as many countries are, but today we are not amongst the older
populations of the world and, in fact, we have not had all of that much population aging in the last 30 years.

We brought that up because there are a lot of people using population aging to stand behind and say, “Oh, we are not
over-servicing. We are not inflating our costs. There is no problem with the way that we deliver our services. It is this
population aging that is creating the problem.” Well, in fact, it is not, not today for sure because we do not even truly
have an aged population today.

We then showed that there is no correlation between the demographic age of a population and health care costs. What
helps a lot here, of course, is that the United States just spends an endless amount of money on health care and they
are one of the younger nations in the world.

But you can see absolutely no correlation here. This is just a scatter chart statistically.

(Slides unavailable)

So you do not have to have high health care costs because you have either an aging or an aged population. The next
slide shows an increase in the population, age 65 and over, so that is the rate of aging and, again, there is absolutely
no correlation between the rate of aging and the amount of money that you spend on health care.

There are other reasons for why your health care costs are so high:

• There is high tech;

• There are prescriptions drugs;

• There is over-utilization;

• There is unnecessary utilization; and

• There is inappropriate utilization.
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Population aging comes down the list after all of those factors, as an explanatory variable, in terms of how much you
are spending on health care or how much you have to spend on health care.

So then we said: What is behind many of these graphs that show the correlation between an age of an individual and
how much money we spend on them? We presented these documents and, again, this is not our own independent
research. This is material that comes from other papers and other people.

Here we have actually three different studies that we have used, but you can see here quite clearly that we spend huge
amounts of money on health care just before we die. Now, this has some very important implications.

For one thing, if you just take dollars of health care expenditures and push an aging population through it, you actually
come up with a situation where your model is having people die slightly more than once, in terms of the cost that it
is producing. So you have actually overstated a little the impact of population aging.

But it also then begs a question, “Why are we doing this and does this, in and of itself need to be studied?” Here is
some information. If you look at the costs of health care for older patients, you can see that they appear to be very costly
in your first column, “Average Cost”, but, for the survivors, the cost of health care is not outrageously high.

It certainly does increase as you get into the very old ages, but we are spending so much more, anywhere from 4.5 to
10.5 times as much on people who die in that year of age, as opposed to survivors. So, again, the focus is on the fact
that we expend a lot of money trying to stop the inevitable, or at least that is the appearance.

So that leads you then to a potential solution and, again, we were able to find, in the literature, two political areas that
have living wills or advanced directives. Now, these are legal documents that the patient fills in when they are alive and
cogent, that gives direction to the attending team of physicians and medical practitioners when you reach the terminal
stage. So it says: Do not do anything extraordinary or, if I am in situation A, do X; if I am in situation B, do Y, and
it has legal standing.

Now, we do have living wills in Canada. We even have some legislation at the provincial level, but (a) very few people
are aware of living wills; (b) a lot of medical teams do not sense that they have true legal standing because the legislation
is not there to protect the medical team. This is where the politicians have to find courage because we need strong
legislation here to protect, in a legal liability sense, the medical practitioners when they follow the instructions.

Here is the anecdotal feedback that we often get, that the terminally ill patient has provided their wishes that nothing
extraordinary be done, but that the children are standing there saying, “Do not let them go. Do everything that you can.
Bring in all of the technology that you can find.” Then the medical practitioner is not absolutely sure of the legal
protection that they have. So, we have to be very clear and we have to have very strong legislation in this regard.

Now, another wonderful thing that we were able to do that day was that we went to the Senate Committee and we said,
“We are not asking you for anything. The doctors are going to come in and ask for more money, and the nurses are
going to come in and ask for more money, and the hospital administrators will come in and ask for more money.”

Not only are we not asking for any money, we are not even asking for anything. We are here to offer our services. We
want to help. Now, how can actuaries help? Why should actuaries be involved in the process?

Well, we are the people who can help to decide what data should be collected and how it should be analyzed. One
of the phrases that we hit the Senate Committee with every opportunity that we had was: You cannot manage what you
do not measure. You cannot manage what you cannot measure.

We have never managed health care in Canada. You think about that. This has not been a system that has been managed.
It has only been paid for, and you cannot manage what you cannot measure so we need data and we need data analysis.
Whom do you call? Actuaries.
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Also, 30% to 33% of health care in Canada is privately funded and run on private principles and, in the private, health
care sector, we have things like co-pays and deductibles and participation. We think that those principles make a lot
of sense. They certainly allow the private sector to do what is needed, i.e., to cover catastrophe risk and yet have
premiums that are affordable. So, why could we not apply some of these very basic insurance principles to the publicly-
financed system?

Here, again, we reinforce that by mentioning that, if you go around the world, Canada is about the only place in the
whole world, including Sweden and Finland and those countries, that has no deductibles and no co-pays.

This has become a political sacred cow in Canada. No two-tiered health care. Well, give me a break! How about affordable
health care?

So there is one of the myths that we could help to dispel, that we are just being normal in not having any deductibles
or co-pays. That is a myth.

Another myth is that population aging is just going to drive the costs without any possibility of controlling it. That is
a myth. If we manage the system, we can help to keep those costs down. If we have advanced directives, we can help
to keep those costs down.

Another one that, I think, might be very interesting and somewhat controversial, that you may want to talk about, is
that we presented the idea that we have a mix of private and public. We do have two-tiered health care in Canada. That
is just a statement of fact. It is at least 30% privately financed.

Now, how should we decide what the taxpayer pays for and what private premiums pay for? We said, “Why not do
cost-benefit ratios and decide what is actuarially efficacious? If you get a big bang for the buck, pay for it out of the
taxpayers’ base. If something is just marginally useful and the cost far exceeds the actuarial evidence of benefits, then
leave it to the private sector. If somebody really wants to have that particular procedure, then let them pay for it.”

We would also like to look at this idea that Bill Robson presented to you for the first time, and that is the idea of some
pre-funding of the “baby boom” cohort, similar to the Canada Pension Plan. Actuaries had a big role to play in
determining that five-times ratio and, if there is going to be some pre-funding, then actuaries should be involved in
determining the amount of pre-funding and the reason for whatever level is chosen.

We would also like to have an actuarial valuation, on a regular basis, a triennial valuation of the Canadian health care
system. In the same way as we have for Canada/Québec Pension Plans, Old Age Security, Guaranteed Income Supple-
ments, there should be an actuarial valuation of Canadian health care because, really, what is the difference? What is
the difference really between Canadian health care and what we think of as narrowly defined social security, i.e., C/QPP
or OAS?

So, that was the submission that we made on your behalf. This may be the first opportunity that you have had to hear
it in any detail and we await your comments and, of course, praise.

Thank you very much.

...(applause)...

Moderator Leach: Thank you, Owen. Thank you, Bill. Thank you, Rob.

Before throwing it open to questions from the floor, do any of the panelists have any questions or comments for their
other two co-panelists?

Panelist Brown: I would like to ask Bill one because there is one assumption that, if you go to Denton & Spencer, who
are mentioned here, researchers at McMaster, if you go to Morris Behrer of UBC, I am sure that you have read Behrer’s
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stuff, they like to show that all of this is affordable because the economy will grow faster than utilization and of reserve
per capita costs.

One of the things that you have is that you have a productivity factor that sort of makes the economy grow, but then
you almost immediately take it back by saying: Well, utilization will grow at the same rate and, ergo, you do not have
that lovely present value that Behrer and Denton and Spencer absolutely depend on.

I am just wondering if you wanted to comment. I am sure that you have read those guys. Is it an avalanche or a glacier?

Panelist Robson: A proper answer to that question is far too long for here. I guess that the obvious thing to say is that
productivity growth in the future is one of the things that is most important in trying to figure out whether we have
a problem in this area or not, and, at the same time, one of the most difficult things to talk sensibly about.

One of the reasons for thinking that there may not be a problem is that, with the population growing more slowly, each
worker is going to have more capital to work with. We will find that, in fact, real wages are growing at a very healthy
rate and we are simply not going to have the kind of problem that I get when I assume that the rate of increase and
output, per working-age person, is going to be the same.

Why might that optimistic scenario not work out? Well, partly it is a matter of investment rates in the overall economy
being a function of how quickly the labour force is growing. If you have lots of new workers coming in, you are going
to have more additions to your plant and equipment and, as you have more additions to plant and equipment, technical
change is embodied in that and your productivity growth is going to be more rapid.

There is a concern that, if, in the future, we have lower labour force growth and lower investment rates, that, in fact,
we are going to have a slower rate of technical progress and, on that basis, you would have lower productivity growth.

The other thing that I will just quickly mention is that I am assuming essentially the same kind of participation rates
on the part of the population of labour force age that currently exists. Certainly, there is room for some upside there.

If people are healthier and are working longer, that is great, but the thrust of public policy right now is quite emphatically
not to encourage people to work longer and, in fact, the trends, in terms of retirement age, have been going in the wrong
direction.

So, once again, when you think about the forces that are going to cause the economy to grow more rapidly or more
slowly, you can make a case for a gloomier scenario on that front as well.

Moderator Leach: Are there any questions from the audience? The session is being recorded so, if you have a question
or a comment, step up to one of the mikes and identify yourself, and ask your question or state your comment.

I always tell my classes that there are reasons for no questions. One is that you absolutely understand everything 100%
and the other is that you do not understand it at all. Now, I know that, in this room, the second cannot be true, and
I really do not believe that the first one is true as well so let us get up to those microphones.

Ms. Priscilla Healey: I am not an actuary so I think that I can ask this question. What are you doing to advance your
propositions or your Senate paper? I mean, you have made it, it is interesting and a lot of public awareness seems to
be called for. What are you doing?

Panelist Brown: Well, one of the initiatives has not been finalized as yet so Jean-Louis Massé, the incoming President,
is prepared to make a number of public speeches and get a number of government organizations talking about our
position on health care. The Health Care Committee itself has been mailing out copies, to send a submission to all of
the provincial Health Ministers and any groups that are interested in the health care issue. I am even talking. obviously,
with the Canadian Medical Association, the C.D. Howe Institute, and we want to do more work in that area.
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I think that, as a little bit of advanced notice, David Oakden’s speech tomorrow will be on health care and how actuaries
can get involved. We need more volunteers to help out on the Health Care Practice Committee.

But that is a number of things that we are doing. Rob does a number of public speaking exercises and, after the Senate
one, we had several interviews on CBC radio. We have been interviewed for newspaper articles so we are working on
a game plan to do more promotion of it.

Panelist Robson: If I could just very quickly intervene on behalf of the Canadian Institute of Actuaries, I think that a
large part of the task is simply identifying yourself as an organization that has expertise and ideas in the area, that can
provide essentially third-party validation when the debate heats up. So, I think that the CIA has done a nice job on
that front.

Mr. Robert Sharkey: I have a question for Bill Robson.

You spoke of different expenses by province. Is it a percentage of GNP or GDP? Can you explain why there are
differences? Could provinces learn from each other because of these differences?

Panelist Robson: Absolutely, they could.

When you look across the provinces, there is a tremendous variation, and part of that may be the result of responses
to different demographic changes that have already occurred. For example, in Saskatchewan, where the population is
already relatively old, relative spending on the elderly is lower than in other provinces, and there are benign interpre-
tations of that. I mean, they may have figured out ways of delivering services to the older population in a way that is
facilitated by the fact that there are more of them.

But one of the main impetuses for the kind of case that I have been making is that, in fact, the provinces need to be
free to learn from each other and to innovate. One of the things that I think is a bit problematic is the federal government’s
insistence, when it gets involved in this area, on laying out various terms and conditions.

I will give you a very precise illustration of how odd and seemingly innocuous they can be. Low birth weight for babies
is one of the conditions that is now part of the federal/provincial agreement to monitor, and it sounds, on its face, like
something that any sensible person would subscribe to. But, in Saskatchewan, the problem that they have – and it is
related to the Aboriginal population – is with high birth weight babies, where babies are being born heavier than they
ought to be, by some sort of standard reference, and are at very high risk for diabetes, and so on.

So my belief here is that the provinces do have a lot to learn from each other, but one of the key challenges is to make
sure that they are operating in an environment where they can learn from each other, rather than having a set of
constraints imposed from Ottawa that may not be appropriate for the circumstances of an individual province.

Mr. R. Dennis Corrigan: I am from Corrigan Consulting. I have a question for any of the panelists.

Given that the implicit health liability is a trillion dollars or some large fraction of that, this has implications for the capital
markets. Some American actuaries that I know are concerned, in the context of social security discussions, which, of
course, includes Medicare for them, about that very impact. Does anybody have a comment about that?

Panelist Robson: I guess that, like any of these issues, there is more than one side. I would say, though, that in the US,
it is surprising to me how much energy they are putting in to discussing the problems with OASDI, the income side
of retirement income security that may be, in fact, nothing more than slightly conservative actuarial assumptions in a 75-
year projection.

I mean, you know what an impact a small change in assumptions has in the 75th duration. They are spending so much
time on OASDI and, politically, they continue to ignore the time bomb, which is Medicare. Medicare problems
overwhelm anything in OASDI.
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Now, having said that, I was reluctant, in 1995-96, when we released our report and used the $1 trillion, liability number
in the media. It worked. We got some media. But really what you would want to pre-fund is not the one trillion in
my mind, but, rather, only the blip that is created by the demographics that are going to move through.

For example, does it make any more sense to totally pre-fund health care than education? Does it make any more sense
to totally pre-fund health care than highway construction? I mean, what is the intergenerational, accrued liability for
university education? Those outrageous amounts that we pay for that rather superfluous activity?

That tape will be played back.

...(laughter)...

I am not a big, pre-fund-the-whole-darn-thing guy. I argued against it, on a personal level, with the Canada/Québec
Pension Plan, but where we ended up, I was quite comfortable with that, i.e., take care of the blip, but, personally, I
do not think that we should be thinking in terms of pre-funding $1 trillion liability because the cash flow is not going
to disappear. So let us look at pre-funding the intergenerational extras, but not a trillion.

Panelist Adams: May I just quickly say something about that? One of the things that is occasionally said is that there
is a pool of retirement savings out there that is very substantial and that one of the reasons that we do not need to worry
very much about the health care costs is that governments can dip into that.

I am a little concerned, as we go forward, that one of the ways that we are going to deal with the health-care-funding
pressures is by instituting more and more clawbacks and income testing on various elements of the health care system.

If you think about what that implies when you have a very sizeable liability out there, which you are intending to cover
partly through your public and private income replacement programs, it is rather ominous when you think about the
implications for people’s incentives to save for retirement and for their old age because, essentially, what we are in danger
of stumbling into is a situation where, in order to recoup your costs on the health care side, you are essentially confiscating
a large amount of people’s retirement income.

I know that Malcolm Hamilton has been very big on this topic so I probably do not need to emphasize it in front of
this audience, but it is a concern that I share, that, in fact, the health care liability is, in part, going to complicate our
efforts to get people to save for retirement and various other expenses of older life.

Mr. Roger Bolton: I am with AEGON. Rob, I do not agree that it is because you do not understand. It may be because
you do not agree that you ask questions.

Everything that you have talked about seems to have been focussed on the demand side of the health care equation and
it seems to me that the control on costs that Canada has been doing has been on the supply side, in closing hospitals,
in restricting the number of doctors. In every supply side, especially in health care, dental care, anything, it always
seemed to me that you can figure out how much you are going to spend by taking the supply side and looking at what
it is because they will find enough to do to keep them fully busy. Could somebody comment on the supply side and
what is being done with it?

Panelist Brown: The last joint meeting that we had of the CIA/SOA was in Vancouver in 1995 and we had Dr. Jane
Fulton as our common day speaker. Now, she went on to some level of notoriety shortly thereafter, but let us not go
there.

She did point out, however, that we had increased physicians and hospital beds very rapidly in the 1970s and 1980s.
And that, if we had stated in the mid-1960s that we were going to have a constant supply of health care delivery, and
that we would be over-supplied by 1990 by about a third, this would have been viewed sceptically.
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Now, it may be that the government cutbacks are really cutting into what Jane Fulton would have described as over-
supply, but the Canadian public does not believe that.

The key to me is that this is another passive management way to control costs. The thing that government has never
done is manage this system. They have never gone in and said, “You, as a doctor, can do A, B and C, but you cannot
do X, Y and Z.” It is not cost-effective. They have never done that. They have never even attempted to do that. They
are afraid. They do not want that role, but, if they are paying, they have to become managers. It is not just enough to
say, “We will have 250 beds per 10,000 of population.” That is passive management. They have to get in and become
the managers.

Now, we can help them. We can help them with data analysis and cost-benefit ratios and outcome analysis.

Mr. Bolton: Rob, I disagree very much that the government should decide who gets what medical care. I think that,
if they restrict the total, then it is the consumers and the medical profession that decides how it is allocated through triage
or whatever, and that raises many fewer ethical considerations than when you have the government deciding essentially
who lives or dies.

Mr. Kevin G. Morrissey: I have a question for Rob, I guess.

I understand the pre-funding and how the valuations work for the CPP, and it is a very interesting model that you
suggested for the health care liability. I am just wondering about how you would perceive that some of that work would
be done, given that the CPP is a clear formula on the benefit of what is defined, and it is less so on the health care
side? How do you maintain the balance between pre-funding those costs and making decisions about what really should
be funded at all?

Panelist Brown: Well, the actuarial valuation would probably start at the point that, if you look at the work of Denton
and Spencer or many other people who are health economists and, in effect, are doing some work that, I would argue,
should be done by actuaries.

They would do the type of thing that Bill has done. You start with today and make certain assumptions as to utilization
and per-unit costs. Now, Bill has utilization that grows with productivity and he has an inflation factor for per-unit costs.

Denton and Spencer just say: We will do everything in 2001 dollars so we will take today’s age, sex, specific utilization
and per capita cost, and we will just push an aging population through.

Those are all questions that would be answered at a later date, but, as actuaries, we deal with those kinds of difficulties
all of the time. A starting point would be the types of models that Bill has already done and Denton and Spencer have
already done, and then learning from there as you go.

But, today, I do not know that the government really has much of anything to depend on.

Mr. Morrissey: Do you have any comments at all about – I mean, one of the things that we saw in, I am not sure which
of the presentations it was – about some of the past models and the projections and how they have differed significantly
with what has actually occurred. How do you deal with those when we start determining what we want to build, in
terms of a pre-funding model and the results of... you know, the past experience has not been that successful.

Panelist Adams: Well, I think that what you have to do is that you cannot wait 20 years to see what begins to account
for the changes. When I went back and looked at that 1979 study, there was a turn-around that occurred in 1987. I
think that you have to look at changes in trend and it comes back to the need, I think, for more information and carefully
studying these things.
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Because systems will adapt and it is a question, I think, if you can have a good utilization. Again, I certainly think that
it is a sport that calls for actuarial skills in this enterprise and then you can begin to watch how they turn around. I
mean, this is one of the problems that we had that gave rise to concerns about physician supply in the early 1990s.

It was the population projections done for the Hall Report that projected that, by 1990, we would have about a population
of 35 million, I believe, and, of course, it was well short of that. I went back and looked at the Hall assumptions and
they were still assuming, I think, for the most recent period, a total fertility rate of 3.6, when we know that it is below
1.7.

So we certainly have to be able to set out the key parameters and watch how they change. This is not wildly different
than the disability income benefits within the Canada Pension Plan, which we have a lot of difficulty projecting, and
the legislation there has changed two or three times and blown the benefits way off what were being projected.

So you have to just go ahead, in the face of these problems, and do the best that you can and then respond as quickly
as you can to the changing, external environment. You do the best that you can and then get a bio-feedback loop and
push ahead.

Panelist Brown: If I could quickly expand on that, part of the concern that you are raising may be the idea that, if we
do have some pre-funding, the mechanism involved is going to be tied to a specific type of service, for example, and
that gets to this issue of tied funding, in a way.

I am all in favour of making every effort that we can to come up with sensible valuations of the cost of providing what
we can reasonably foresee, but I would be very worried of any kind of pre-funding mechanism that had a specific type
of benefit attached to it.

Marc Lalonde, in testifying to the Senate, I was pleased to see him speaking out very strongly against tied funding from
the federal government to the provinces for exactly the reasons that it freezes technology, it subsidizes certain types of
treatments, at the expense of others.

So I think that part of your question goes to that issue. It makes sense to try to look ahead and figure out the magnitude
of the challenge, but you would never want to design a program that linked certain types of pots of money to certain
types of treatments when, in 20 years, we might want to do something quite different.

Moderator Leach: Okay, I think that we have run out of time. We are not going to solve the health care crisis in Canada
today. We might have to wait a few more days.

I would like to thank Owen Adams, Bill Robson and Rob Brown for what, I thought, were excellent presentations. The
main contributor to the lack of questions was that it was all so clear. I hope that Bill is not too disappointed that nobody
attacked him or jumped all over him for his assumptions. I look forward to having them again for any such session.

Thank you all for attending.

...(applause)...


