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Introduction
Long-term care plays a vital role for the millions of elderly and disabled U.S. residents who
need help to perform activities essential for daily life. They and their families face not only the
significant challenges of coping with functional limitations but also financial hardship due to
a lack of adequate options for defraying the substantial cost of long-term care. This absence of
comprehensive long-term care financing for the elderly and disabled stands in stark contrast
to our national policy on acute care, in which the federal social insurance program Medicare
provides coverage and protects beneficiaries and their families from impoverishing
themselves to pay for care.
This report takes a broad look at how long-term care is financed in the United States. We first
provide an overview of the role and current scope of long-term care, the differential between
family resources and cost, and the major financing options available.
Two subsequent sections cover policy options for financing long-term care. The first, on
federal policy, explores Medicare’s extremely limited coverage of long-term care and discusses
the enactment and suspension of the Community Living Assistance Services and Supports
(CLASS) Act.
The next section examines New York’s regulation of the private long-term care insurance
market, the potential significance of alternative financial products as a source of private
financing, and, finally, the pivotal role played by Medicaid as the primary payer for long-term
care. For each of these, we consider the specific “levers” that New York’s policymakers have or
can use, as well as their implications.

Long-Term Care by the Numbers
More than eleven million adults in the U.S. rely on long-term care services and supports—
such as skilled nursing facility, home health, and personal care services—to help address
physical limitations and cognitive impairments that impede or preclude activities of daily
living such as bathing and dressing.1 The use of long-term care is not limited to seniors;
adults under age 65 account for close to five million service recipients.2 Nationally, the direct
cost of all paid long-term care services and supports exceeded $200 billion in 2010.3
Demand for long-term care services is expected to increase over the next few decades,
primarily due to longer life expectancies, the growing number of seniors among the aging
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baby boom generation, and lower birth rates in the generations that have followed them.
Accounting for 13 percent of U.S. residents in 2010,4 seniors are projected to make up 16
percent of the population in 2020.5 By 2030, seniors will constitute 19 percent of the U.S.
population6 and 20 percent of New York State residents.7 As the elderly population expands,
the number of frail elderly needing assistance with activities of daily living will increase
concomitantly. By 2050, 27 million people—19 million seniors and 8 million non-elderly
adults—are expected to be receiving long-term care.8

Costs Exceed Family Resources
Many people who need long-term care services and supports find themselves paying for their
care, at least at some point, with family income and assets. Recent estimates of the costs paid
out of pocket range from 22 to 33 percent of all long-term care spending in the U.S.9 That adds
up to a major burden on family resources.
Long-term care is costly throughout the U.S., with a national average of about $87,000 for a
year’s stay in a skilled nursing facility in 2011. It is even more so in New York, where,
statewide, the estimated cost was over $125,000 for a semi-private room in a skilled nursing
facility.10 While home and community-based services are generally less expensive than
residential care, their costs, too, can add up if many hours of service are required because
family support is limited or unavailable. At an average hourly rate of $22,11 a year of home
health care at 40 hours per week for a self-pay patient costs close to $44,000, but it can be
much higher for a recipient who requires more hours or a higher level of skilled care. And as
with acute care, people paying out of pocket generally pay the highest prices for long-term
care, because rates negotiated through private insurers and public programs are typically
discounted.
These costs are out of sync with the typically modest income levels of those needing long-term
care. In New York, 35 percent of elderly residents had family income of less than $25,000, and
27 percent had income between $25,000 and $50,000 in 2010.12 Just 17 percent had family
income of at least $100,00013—a level at which paying for substantial long-term care out of
pocket still remains a real challenge.
When incomes are insufficient, families rely on savings. High long-term care costs paired
with modest incomes can mean the depletion of even substantial family assets over the course
of a single illness. Alzheimer’s patients, for example, typically live eight to ten years after their
diagnosis;14 many need more home care than the average long-term care recipient,
particularly as their conditions deteriorate over time. In New York, eight years of home care at
an average of ten hours per day and an hourly rate of $22 would cost over $600,000, without
adjusting for inflation.
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The disabled non-elderly and their families also face challenges when paying for long-term
care services. While the elderly may have had several decades in which to plan for long-term
care needs, younger disabled adults have usually not had this opportunity. Very few nonelderly adults receiving community-based long-term care services are in the workforce,15 and
this population is far more likely to be poor than persons not receiving community-based
long-term care.16 As with seniors, then, non-elderly long-term care recipients face a
substantial cost burden.
The high cost of care relative to the low incomes of both the elderly and of non-elderly, nonworking disabled persons underscores the challenge of financing long-term care.

Role of Family Caregiving
Family and other informal caregiving plays a major role in long-term care. In fact, the
economic value of long-term care services and supports provided by family caregivers exceeds
the cost of all paid long-term care. At any given point during 2009, about 42 million people
across the country provided care to a family member.17 Family caregivers provided an average
of 18 hours a week, for an estimated value of $450 billion18—more than twice the level of all
paid long-term care services and supports. That included, in New York alone, about 2.8
million family caregivers providing services worth an estimated $32 billion.19
Demographic trends are likely to have an adverse effect on the supply of family caregivers.
Because the birth rate declined following the baby boom generation and the average family
became smaller, there are relatively fewer younger relations to care for the elderly. Continued
improvement in the earnings prospects of women—still the majority of family caregivers—
may further decrease the availability of this support.20 These trends are important because the
decline in the availability of family caregivers increases demand for paid long-term care,21 both
through private financing mechanisms such as long-term care insurance and through state
Medicaid programs when families cannot pay for long-term care services themselves.
Ultimately, private family resources, including family caregiving, will be totally inadequate to
accommodate the inevitable growth in demand for long-term care services and supports. The
need for an effective solution to financing long-term care is, therefore, pressing.

Financing Options
Financing long-term care can be accomplished in several ways. They are not mutually
exclusive, but they do reflect two major decision points: whether to pool risk or leave it
segmented by individual family units, and whether to rely primarily on government or the
private market. This paper analyzes the following options for financing long-term care:
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• Pooling risk through a federal government insurance program;
• Promoting private insurance and other financial products through state regulation; and
• Relying on Medicaid, the means-tested state-administered program.
The related issue of policies that advance cost containment and service redesign is beyond the
paper’s scope.

Federal Policy Options
A government insurance system for long-term care would serve not only as a mechanism to
guarantee the delivery of covered services and supports when needed but also to provide
families with a measure of economic security before the need for long-term care arises, and
protect their assets and incomes when it does. For consumers, insurance for long-term care
makes particular sense because the need arises unpredictably and costs mount rapidly. It is
extremely difficult for non-elderly individuals to predict their risk of becoming disabled before
they reach old age. Yet estimates indicate that over half the U.S. residents who turned 65 in
2005 will need at least one year of long-term care, and one in five will need more than five
years; only three in ten will die without needing any long-term care.22

Current Policy: Medicare and Long-Term Care
Medicare, the nation’s social health insurance program for the elderly and disabled, provides
acute care services but does not adequately cover long-term care. It does not cover custodial
care—non-skilled long-term care that supports activities of daily living—when skilled care is
not also required. Yet many long-term care recipients require solely custodial care for the
majority of the time they receive long-term care.
The program does provide limited coverage of medically necessary skilled long-term care
services, such as nursing home and home health care, but only when triggered by a medical
need. For stays in a skilled nursing facility (SNF), also referred to as a nursing home,
Medicare pays in full for up to 20 days and partially for days 21 through 100—provided the
resident has incurred a hospital stay of at least three days within 30 days prior to admission to
the SNF, and provided the stay is related to the medical condition for which she was
hospitalized. Even when a nursing home admission follows a qualifying hospital stay, the socalled “single episode of illness” requirement means Medicare often covers only a fraction of a
beneficiary’s nursing home stay. Thus, Medicare will cover a stay at a skilled nursing facility
after a hip replacement involving a three-day hospital admission, but will not provide SNF
benefits to a patient with Alzheimer’s disease who enters a nursing home straight from home.
Past 100 days, there is no Medicare coverage for skilled nursing facility residents, regardless of
the pathway into the facility.
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Medicare also covers intermittent skilled home care services provided by a nurse or a physical,
speech, or occupational therapist, if the recipient is homebound and the visits are prescribed
by a physician. In these cases, Medicare will cover limited custodial care activities—bathing,
toileting, feeding, and other personal care—as well, if needed as support for skilled nursing
care, along with medical social services. No copayment is required for home health services
and no limit is imposed on the number of covered visits, as long as the patient continues to
meet these criteria. But while the Medicare home health benefit does not have strict limits, as
the SNF benefit does, it still requires that a beneficiary need skilled care; custodial care alone
does not qualify for coverage.

Looking Back: Medicare’s History with Long-Term Care
The most recent attempt to enhance the Medicare long-term care benefit occurred more than
two decades ago. In 1988 the Medicare Catastrophic Coverage Act (MCCA) eliminated the
prior-hospitalization and single-episode-of-illness requirements for Medicare coverage of care
in a skilled nursing facility.23 As a result, during calendar year 1989 Medicare beneficiaries
were covered even if they entered a SNF directly from home, and patients already residing in a
SNF could claim Medicare benefits toward their stays.24 The MCCA also significantly reduced
the copayments for skilled nursing care and expanded the number of covered days from 100
to 150, covering in full days 9 through 150 per calendar year.25 But in 1989 the Act was
repealed, when a surcharge on higher-income seniors drew opposition. None of the
enhancements survived the law’s repeal, and in 1990 Medicare rules reverted to their prior
state.
Also in 1988, the Health Care Financing Administration (HCFA) issued an administrative
directive that effectively expanded the definition of skilled nursing facility care qualifying for
Medicare coverage.26 The clarifications contained in this administrative directive eliminated
the requirement that skilled nursing facility residents show rehabilitation potential, thereby
expanding Medicare SNF coverage to persons whose health and functional status were not
necessarily going to improve.27 As a result, classes of patients who were previously ineligible
for these benefits, such as chronic-care patients requiring tube feeding, gained coverage.28 In
practice, this means that since 1989 Medicare has covered skilled nursing services that fulfill
some custodial care needs for certain types of patients. Importantly, though, all SNF benefits
remain subject to a medical trigger and 100-day limit.
In the two decades since 1990, there have been no major changes to Medicare long-term care
coverage or benefits.
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The ACA and CLASS
As part of the Patient Protection and Affordable Care Act of 2010 (ACA), the Community
Living Assistance Services and Supports (CLASS) Act established a limited and voluntary
long-term care insurance program, administered by the federal government and separate
from Medicare. CLASS would provide a daily cash benefit of at least $50 for participants to
use for a variety of long-term care services and supports—including skilled nursing care,
home health aides, family caregiving, home modification, and transportation—should they
become functionally disabled for at least 90 continuous days. Unlike the medical triggers
under Medicare, eligibility to receive benefits under CLASS was tied to functional status. The
requirement to qualify for benefits was the need for assistance with two or more activities of
daily living, or requiring comparable assistance due to cognitive impairment. CLASS
contained no lifetime limit on benefits.
The ACA specified that any working adult 18 years or older would be able to make premium
contributions and participate in CLASS, regardless of health status or preexisting conditions.
Premiums would be based solely on age at enrollment and would be fixed at that level for the
duration of enrollment; they were to be set annually by the Secretary of Health and Human
Services (HHS) and the trustees of a planned CLASS Independence Fund, which would
oversee the assets of the program. In addition to meeting CLASS’s functional requirement,
enrollees would need to pay premiums for a minimum of five years, and to be actively
employed or to have received earned income for at least three of the first five years of
enrollment, to be eligible for benefits.
The ACA required CLASS to be financially self-sustaining through premium contributions,
without any direct federal subsidies. This was an extremely high bar: for comparison, the
Medicare Part B premium most beneficiaries pay covers just 25 percent of program costs, with
about 75 percent of the program financed through general federal tax revenue. In practice,
CLASS premium receipts were unlikely to match the cost of guaranteed benefits, given the
probability that individuals more likely to claim benefits would enroll disproportionately. Such
adverse selection would likely have been encouraged by the relatively short vesting period of
five years. Several revisions to the structure of CLASS were proposed to increase the
program’s viability, including lengthening the vesting period and changing the premium
structure to incentivize enrollment at earlier ages. But the major structural revisions most
likely to dramatically increase the program’s viability—such as making CLASS mandatory at a
certain age—were politically untenable. In October 2011, a year and a half after the ACA’s
enactment, the administration officially suspended implementation of CLASS.

Bottom Line: A Lack of Political Consensus
CLASS is the most recent failure at the federal level to create a national program that provides
long-term care insurance. Despite positive experiences with social insurance models for long-
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term care in other developed nations, there is little political support in the U.S. for a new
federally created social insurance program for long-term care, or for adding a comprehensive
long-term care benefit to Medicare. The ACA attempted to work around this fact by making
CLASS a voluntary and self-sustaining program. Under difficult political constraints,
policymakers tried to walk a narrow line: they aimed to offer a substantial benefit while
ensuring actuarial soundness. In its enacted form, CLASS would have been fiscally
unsustainable and would still have left beneficiaries exposed to substantial costs. On a positive
note, however, CLASS brought long-term care back onto the federal policy agenda after a 20year absence, serving as an important reminder that the nation’s current approach to
financing long-term care is inadequate.

New York State Policy Options
As a result of inaction at the federal level, the policy debate about financing long-term care has
occurred principally at the state level. Like other states, New York has focused on several
options, including private long-term care insurance, alternative financial products, and
Medicaid.

Private Long-Term Care Insurance
A government insurance program is not the only way to finance the cost of long-term care.
Another option is to pool risk through a private market, in which insurance companies
underwrite and consumers purchase long-term care insurance (LTCI) policies. With the
federal government maintaining a light footprint in this area, fostering and regulating a
private long-term care insurance market has principally fallen to the states.
This section examines the current market for LTCI in New York, with attention to challenges
for both consumers and insurers. It then addresses the State’s tax and regulatory policy levers,
including promotion of public-private initiatives such as the Partnership for Long-Term Care.

The Current Market
Long-term care insurance policies guarantee a defined level of support for specified categories
of future long-term care services and supports. Premiums are set when policies are issued,
based on the policyholder’s age and health characteristics. Rates cannot be raised with
declines in an individual’s health or functional status; insurers can, however, raise premiums
for an entire policy class, subject to the approval of State regulators. Policies generally
continue to be “in force” as long as the policyholder pays the premiums.
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A policyholder becomes eligible for benefits once she meets an appropriate trigger—for nearly
all policies sold today, triggers are specified in the federal Health Insurance Portability and
Accountability Act of 1996 (HIPAA), which qualify LTCI plan premiums and benefits for tax
preferences.29 These HIPAA triggers—thresholds based on functional or cognitive
impairments—remain the federal government’s major involvement in regulating LTCI.30
Once a policyholder qualifies for benefits there is typically an “elimination period” of 90 to
100 days before benefits can be received;31 the elimination period essentially functions as a
deductible. Most policies specify a maximum benefit, often defined as a total number of
benefit days or years, or as a maximum dollar amount over the length of the policy. Over time,
the proportion of policies with an unlimited or lifetime benefit period has decreased.32
The private market for LTCI remains small. In 2009, about seven million people in the U.S.
were covered by LTCI policies, representing a market penetration of approximately 7 percent
among adults age 50 and over.33 Only 7 percent of seniors who need help with one or more
activities of daily living have private LTCI,34 and LTCI pays for less than 10 percent of total
long-term care expenditures nationwide.35 The number of people covered by private long-term
care insurance has declined over the past few years, with about one million fewer policies in
effect in 2009 than several years prior. Some of these policies may have been dropped upon
death, but—given the increasing life expectancy of the elderly—personal choice and
individuals’ inability to pay are additional reasons for policy lapses.36
Nationally, two-thirds of LTCI policyholders in 2009 were covered through the individual
market; one-third was covered under group policies purchased through an employer or
association.37 Only 17 percent of workers have access to employment-based long-term care
insurance,38 and that access is much more limited for low-wage workers and for those in small
and medium-sized firms.39 Unlike health insurance, long-term care insurance tends not to be
subsidized by employers. But group long-term care premiums are still generally lower than
individual market premiums because of the lower administrative costs and the generally
younger age of those purchasing LTCI through employment rather than the individual
market.40
New York’s private long-term care insurance market is generally consistent with the national
picture. At the end of 2010, the most recent year for which these privately held data are
publicly available, about 440,000 New Yorkers held LTCI policies,41 representing a market
penetration of about 6 percent of residents over age 45.42 As is the case nationally, individual
policies account for the majority of New York’s market.43
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About 95 percent of LTCI policies in effect in New York cover both skilled nursing facility
services and home care,44 with the latter accounting for a steadily growing majority of claims.45
In 2004, policies covering both skilled and custodial care in New York provided an average
maximum daily benefit of $183 for nursing home care, $144 for home care, and $167 for
assisted living46—figures that are close to the average maximum daily benefit nationwide.47
About 65 percent of policyholders in New York have inflation protection built into their
policies;48 one in three policyholders are, therefore, exposed to potentially dramatic out-ofpocket cost increases over time due to the absence of inflation protection.

The Consumer Perspective
Several factors discourage people from buying policies, and prevent the private long-term care
insurance market from reaching a critical mass. These include the current and expected
future cost of premiums, and the belief that government programs will cover long-term care
services.
Many consumers demonstrate interest in purchasing long-term care insurance but cannot. In
a longitudinal study conducted by America’s Health Insurance Plans (AHIP) from 1990 to
2005 comparing purchasers and non-purchasers of LTCI who had contact with an insurance
broker, non-purchasers consistently cited cost as the most significant barrier to obtaining
coverage.49 The average annual premium, nationally, for a new policy purchased in 2010 was
$2,218,50 6 percent of annual income for the median elderly household.51 The average
premium for a policy already in effect was $1,815.52
Recognizing that private long-term care insurance is realistically affordable only at or above
certain income and asset levels, the National Association of Insurance Commissioners (NAIC)
recommends that premiums not exceed 7 percent of income or that consumers have at least
$35,000 in financial assets.53 Based on these guidelines, more than four out of ten seniors
nationally cannot afford private LTCI coverage with an annual premium of $2,000.54
Potential policyholders are much more likely to meet the NAIC guidelines earlier in life,
especially between ages 35 and 59, and the insurance industry has recently been more
successful in targeting these younger consumers. Roughly half of new policies are now issued
to people aged 55 to 59; the average age of new policyholders is 57 to 58.55 Because most new
policies are being issued to non-elderly adults, the industry estimates that two-thirds of new
policyholders are spending no more than 3 percent of family incomes on premiums.56
But purchasing LTCI at a younger age may still be problematic. While premiums may be
more affordable, potential purchasers face competing financial priorities, including paying a
mortgage on a family home, saving for retirement, and purchasing other asset protections,

FINANCING LONG-TERM CARE IN NEW YORK

9

such as life and disability insurance. Given these competing priorities and resource
constraints, increasing the immediate affordability of long-term care insurance would appear
to be necessary for significantly growing the market but insufficient in itself.
The premium at the time of purchase is not the only cost concern for prospective buyers of
LTCI. Most policies require premiums to be paid throughout the entire life of the policy for it
to remain in effect, and these premiums can rise over time. Thus, a policyholder effectively
places a bet that she will be able to afford the premiums not only during the years, possibly
decades, before LTC is needed but often once she has started to receive long-term care
services—a period that may well bring a loss of income and significant new costs associated
with deductibles and copayments for LTC services, and potentially for acute care as well. In
many circumstances, finding another use for the premium, including retirement savings,
could be a more rational economic decision.
Apart from cost concerns, individuals’ assessments of their risk of needing long-term care also
reduce their demand for insurance. Half of non-purchasers in the AHIP study reported that
uncertainty about their need for services in the distant future contributed to their decision to
forgo coverage.57 In a survey of individuals age 50 and older, just one-third thought there was
at least a 50 percent chance of needing nursing home care at some point; only half believed
there was at least a 50 percent chance of needing home care.58 These levels of expectation are
probably inconsistent with a participation threshold that would allow for a robust private LTCI
market.
The belief that government programs will cover the majority of long-term care service costs is
another reason often cited by those who do not purchase private LTCI. Among consumers in
the AHIP study, those not purchasing policies were twice as likely as purchasers to believe
that “the government will pay for most of the costs of LTC, if services are ever needed.”59
While consumer education may help correct misconceptions about Medicare coverage of LTC
services—just as it might better inform the public about the cost of LTC services and the risks
of needing them—education will not make private coverage more affordable.
The challenges consumers experience when considering their options in the private LTCI
market are considerable. In fact, the vast majority of consumers are behaving rationally when
they opt not to purchase a policy. Overall, LTCI policies do not provide enough of a return
when compared to the actual cost of long-term care services.60 One study estimated that the
typical private long-term care policy covers only about 34 percent of the expected present
discounted value of long-term care expenditures.61 While the elimination period and the
maximum benefit period are contributing factors, the maximum daily benefit is the principal
determinant of a policy’s generosity.62
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The Insurer Perspective
Insurers participating in the LTCI market face two major challenges affecting the supply and
price of policies. First, the risk inherent in an LTCI policy is fundamentally different from the
risk under a health insurance policy that covers acute care services. Health insurance typically
provides benefits for the year following the purchase of the policy, while LTCI provides for
several years of coverage in the future. Assessing the actuarial risk for an insurance contract
promising to deliver services in an uncertain, distant future is therefore fraught with difficulty.
As life expectancy has increased and the industry has shifted market share to younger
policyholders, LTCI underwriters increasingly find themselves selling policies that may not be
used for decades. This presents a level of uncertainty that makes pricing premiums especially
challenging. These calculations are based on factors including life expectancy, interest rates,
inflation in the costs of long-term care services, and attrition rates among policyholders—all
of which can change dramatically over time. To compensate for this uncertainty, insurers may
set initial policy premium levels high, and may request premium increases over time as they
revise their predictions.
The second challenge faced by insurers is adverse selection—the tendency for people who are
more likely to use long-term care services to purchase insurance and maintain coverage, while
those less likely to use those services do not. Adverse selection can occur both when
individuals first purchase policies and when policyholders decide whether to renew their
coverage each year. Over time, as individuals learn more about their health and functional
status and can more accurately estimate their chances of needing long-term care, they are
more apt to discontinue their policies if and when they believe they will not require LTC. In
fact, those who let their policies lapse are one-third less likely to later have a nursing home
admission.63 As a result of adverse selection, insurers can face more claims per policy than
they would with a broadly representative risk pool. In the small LTCI market, initial premiums
are pushed ever higher to cover this greater service use.
When individuals who are less likely to use long-term care services drop out of the risk pool
over time, the insurance carrier is left with fewer incoming premium dollars and a higher
likelihood of claims payouts. To compensate, the insurance company—in addition to already
adjusting the initial premium to reflect this predictable dynamic—may also need to raise
premiums. High premiums that increase over time create a feedback loop that compounds
adverse selection.
Adverse selection also affects the size of the LTCI market through insurers’ decisions.
Insurers typically require information on a potential policyholder’s medical history, and can
then use this information to exclude people with a high likelihood of needing significant
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amounts and levels of long-term care services—people who already have, for example,
functional impairments, Alzheimer’s disease, dementia, or many other conditions.
The supply-side challenges of pricing uncertainty and adverse selection have contributed to
contraction in an already small market. In 2010, veteran insurer MetLife, which held about 8
percent of the LTCI market nationwide and 27 percent of the New York market, stopped
issuing new policies.64 In 2011, Berkshire stopped issuing new policies after only five years in
the business.65 Overall, 10 of the nation’s 20 largest LTCI underwriters have left the market in
the last five years.66 It’s not only consumers who face compelling challenges to participating in
the private LTCI market; the math isn’t working for insurers either.

New York’s Policy Levers
New York State has taken a multifaceted approach to fostering a private long-term care
insurance market, including implementing tax incentives to boost demand, regulating
minimum benefits on the supply side, and instituting the Partnership for Long-Term Care,
which offers a degree of asset protection and a richer benefit package to attract purchasers.
Tax Incentives. In an attempt to increase demand for LTCI, New York provides tax preferences
for policyholders. The State generally does not count benefits from long-term care insurance
policies as taxable income, provided the policy qualifies for such treatment under HIPAA.67
New York also currently provides a 20 percent tax credit for these federally qualified long-term
care insurance premiums.68
The impact of these incentives on consumer demand for private LTCI appears to be weak;
studies have found that state tax policies have very small effects on rates of long-term care
insurance coverage. One found that tax credits accounted for only a 2.3 percentage-point
increase in take-up, while deductions had no effect.69 Another found that credits or deductions
accounted for a 2.7 percentage-point increase in coverage, but that those motivated to buy
insurance tended to have higher income.70 Giving tax breaks to higher-income people—who
are more likely to buy policies on their own, and less likely to ever spend down to Medicaid
eligibility levels—may cost states more money in foregone tax revenue than they ultimately
save on reduced expenditures for LTC services.
Regulating Long-Term Care Insurance Benefits. States have regulatory jurisdiction over
insurance markets, including the market for LTCI. New York requires insurers to classify their
LTCI policies according to what they cover—both the level of care and its setting. The State
sets minimum benefit standards for each type of policy.
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Most policies in effect in New York cover both skilled and custodial levels of care in both
institutional settings and at home. For these policies, the benefit must be at least $100 per day
in the New York City metropolitan area and $70 per day in the rest of the state; home care
benefits must be at least 50 percent of those for nursing homes. Policies must cover a
minimum of 24 months of services.71 For custodial-only policies, the State requires a
minimum benefit period of at least 12 consecutive months and a benefit of at least $50 per day
for nursing home custodial care or $25 per day for home-based custodial care.72 For all
policies, insurers must offer consumers an option for inflation protection.
These minimum benefit standards, which date to 1992, illustrate the limited ability of
regulators to strengthen the private LTCI market. On the one hand, the floors do not
guarantee the comprehensiveness of the policies sold to New Yorkers. For example, the
required $100 daily nursing home benefit covers less than one-third of the statewide average
of $344 daily for self-pay of nursing home care, and the home care minimum benefit covers
just two-and-a-half hours of care per day at a statewide average cost of $22 per hour.73 On the
other hand, any attempt to set minimum standards that would truly approach a
comprehensive benefit would significantly increase premiums, further reducing the size of an
already small market.
New York’s policymakers have recognized their limitations in shaping the private LTCI
market, and have recommended against changing State regulations. In 2004, a legislatively
mandated work group, led by the State’s Insurance Department in consultation with the
Department of Health and the Office of the Aging, considered proposals to raise minimum
benefit standards and to mandate inflation protection for all policies, but rejected them
because the increased requirements would “remove flexibility of choice from the consumer.”74
The work group also recommended against instituting a single standardized LTCI benefit, on
the grounds that it could drive insurers out of New York if the required benefit differed
significantly from the policies being underwritten in other states.
The Partnership for Long-Term Care. The Partnership program started in the early 1990s as a
set of demonstration projects in four states, including New York, designed to prevent people
from spending all of their family resources on long-term care and, once impoverished,
enrolling in Medicaid. To attract consumers, Partnership policies meet higher benefit
standards and cover a wider array of services than other LTCI products. Perhaps most
importantly, they allow policyholders to qualify for Medicaid while retaining a higher level of
assets, if and when their Partnership plan benefits are exhausted.
The New York Partnership initially offered only a total-asset-protection model that allowed
consumers to protect all of their family assets when applying for Medicaid. Starting in 2006,
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the State also began to offer dollar-for-dollar plans, in which the total insurance benefit
purchased conveyed an equal amount of asset protection for a future Medicaid application.
The two models of asset protection are designed to attract different types of consumers. With
their greater benefits and higher premiums, total-asset-protection plans are geared toward
families with higher incomes and asset levels; the dollar-for-dollar model promotes policies
that are more affordable and potentially attractive to people with less wealth, who are at higher
risk of spending down to Medicaid eligibility. Total asset policies account for almost all of the
Partnership market; the dollar-for-dollar plans have not caught on in New York, and make up
less than 1 percent of all Partnership policies sold to date.75
Partnership policies have higher minimum standards than other LTCI policies for a range of
features. Policies are required to cover a broad range of institutional and community-based
long-term care services, including assisted living, adult day care, and respite care. The
minimum benefit periods are generally longer, ranging from 18 months to 48 months. The
floor for the daily SNF benefit—$241 in 2011—is more than twice the $100 minimum for nonPartnership policies; for home care, the floor covers about six hours daily, compared to less
than three in other LTCI policies.76 Partnership policies are also required to include
compound annual inflation protection of 5 percent.
But as a result of this more robust coverage, Partnership policies are more costly, and remain
a hard sell. The average annual premium for a Partnership policy in 2004 was $4,037,
compared to $3,324 for an individual non-Partnership policy and $2,306 for a group nonPartnership policy.77
While the Partnership program has attracted New Yorkers who would not otherwise have
purchased LTCI coverage,78 these policies accounted for less than 16 percent of LTCI policies
in effect in New York in 2010.79 Ultimately, the program generates little in Medicaid savings
for the State—about $18 million in State fiscal year 2010-2011.80 To put that figure in context,
New York’s Medicaid program spent $13.4 billion on long-term care in 2010.81

Bottom Line: A Structurally Flawed Option
The private LTCI market is unattractive for many New Yorkers who will, eventually, require
long-term care services and supports. Those potential purchasers who are more likely to need
long-term care are also more likely to be denied coverage. Individuals who do qualify for
coverage may find the premiums unaffordable. If premiums are affordable at the time of
purchase, they may become unsustainable as they increase over time—especially during
retirement and once policyholders begin to rely on long-term care. Finally, when benefits are
claimed they may not be comprehensive enough to significantly protect assets, and it is likely
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that policyholders will spend much of their life savings on care—despite the investment they
have made in purchasing LTCI and sustaining it over decades.
State policymakers have limited options for making the LTCI market larger and more
effective. Recent efforts have focused on increasing enrollment in Partnership plans. In 2011,
the State adopted a Medicaid Redesign Team proposal to add another type of total-assetprotection Partnership plan, with a reduced maximum benefit period, in an attempt to make
lower-premium plans available for potential policyholders.82 The offer of a lower rate of
inflation protection—3.5 percent, as an alternative to the current 5 percent requirement—
could also lower premiums.83 Finally, New York’s expanded participation in Partnership
program reciprocity with other states may make these policies more attractive; policyholders
who relocate to another state with a Partnership program will now retain asset protection and
be eligible for Medicaid coverage in that state.84 Even with these measures, though, demand
for Partnership policies is unlikely to rise significantly. Nor does the State have additional
resources or levers with which to increase demand for LTCI more broadly.
Even if the State could increase demand for LTCI, a major structural flaw in the market would
remain. While a broader risk pool would help address the problems created by adverse
selection, it would not solve the issues associated with contracts being held over long periods
of time, which will continue to make LTCI premiums unaffordable and unattractive for so
many potential beneficiaries. On the supply side, with the business remaining fundamentally
unattractive for insurers, there is little that policymakers can do short of directly subsidizing
these products. Other than such a dramatic and costly measure, policymakers have no
effective levers. Under these circumstances, providing broad coverage for long-term care
through the private LTCI market appears unfeasible.

Alternative Financial Products
For individuals with adequate economic resources, financial products promoted as
guaranteeing future coverage for long-term care services, and protecting family assets, are
available. These alternatives to standard LTCI include reverse mortgages and hybrids of life
insurance or annuities and long-term care benefits. The market for the majority of these
products has remained very small, in part because they are expensive and require high asset
levels.
A reverse mortgage is a home equity loan for which the repayment obligation is deferred until
the home is no longer used as the principal residence. Most are Home Equity Conversion
Mortgages (HECMs), administered by the U.S. Department of Housing and Urban
Development. To take out an HECM, an individual must be age 62 or older and either own
the home outright or have a mortgage balance that is low enough to be paid off with proceeds
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from the loan. In 2011, about 73,000 HECMs were issued, down from a high of about 115,000
in 2009.85
Hybrid products that add coverage of long-term care expenses to annuities or life insurance
are another option. When based on annuities, they provide dedicated funding for long-term
care services or LTCI premiums. With life insurance, these products include an optional
benefit rider that pays for long-term care services or LTCI premiums though an accelerated
death benefit—a feature that allows access to part of the death benefit before the
policyholder’s death.
Hybrids may be more attractive than LTCI for those with enough resources to purchase them.
People with pre-existing conditions that generally disqualify them from obtaining LTCI may
be eligible for hybrid products, which may not require medical underwriting. Additionally, the
heirs of policyholders who did not require long-term care services receive value from unspent
funds through death benefits for hybrid life insurance and some types of hybrid annuities.
Purchasing a long-term care annuity obviates concerns that long-term care insurance
premiums will rise in the future, since the entire premium is paid up front. Some long-term
care annuities even include inflation protection for benefits. But long-term care annuities tend
to have shorter benefit periods than long-term care insurance—typically between two and
three years—and the required up-front lump-sum payment usually runs between $75,000
and $150,000.86
Similarly, the hybrid life insurance policies that most middle-class people can afford also tend
to provide less coverage than standalone long-term care insurance policies, and accelerated
benefits may be capped. Most life insurance policies carry death benefits of no more than
$500,000, with a nationwide average of $173,000.87 At that level, coverage for future longterm care needs would not be comprehensive. Thus, hybrid products that offer substantial
protection are accessible primarily to people with high asset levels. These products generally
work best for those between ages 55 and 75 with $300,000 to $500,000 in investable assets
that will not be necessary for retirement.88
Given the high asset levels required to purchase them, the small size of the market for hybrid
products is predictable. In 2008, life insurance and annuities with long-term care benefit
riders accounted for an estimated $660 million in first-year premium sales, about 10 percent
more than first-year premium sales for LTCI.89 Approximately 26,000 hybrid life insurance
policies were sold in 2010, representing just 6 percent of new sales of individual life
insurance policies.90 Very few companies sell hybrid life insurance or annuity products.91
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New York’s Policy Levers
New York State policymakers have employed a variety of approaches to encourage people to
use their private resources to pay for long-term care. These include allowing residents with
life insurance policies to use some of their projected payouts to cover long-term care through
an accelerated death benefit, and encouraging people to pledge a defined amount of their
assets toward future long-term care expenses through the Long-Term Care Compact.
Accelerated Death Benefit. New York State recently made it easier for life insurance policies’
accelerated death benefits to cover the costs of long-term care services. A 2010 law, which
brings New York in line with every other state, allows an accelerated life insurance payout to
cover long-term care costs if a person is confined to a nursing home for at least three months
and is expected to remain in a nursing home for the rest of her life.92 Previously, New York
allowed accelerated death benefits to finance long-term care only if beneficiaries met one of
the triggers established by HIPAA, and either required “continuous care for the remainder of
the insured’s life” or had tax-qualified long-term care insurance.93
The 2010 law significantly broadens the use of accelerated death benefits for LTC by including
a nursing home stay without a designation of chronic illness, and by allowing accelerated
death benefits to be used by people without LTCI policies. The intent is to ease the burden on
Medicaid by encouraging the use of these riders and their benefits, since approximately eight
million New York State residents have life insurance94—as opposed to the fewer than 450,000
with LTCI. In light of the higher coverage rates for life insurance, in 2011 the State expanded
this new three-month trigger beyond nursing home services to all types of long-term care.95
The Long-Term Care Compact. Another New York State policy—enacted, but not
implemented—to encourage the use of private resources to finance long-term care services
and supports is the Long-Term Care Compact. As originally proposed in 2005 by the New
York State Bar Association, the Compact would allow people who are at the beginning of a
long-term care episode and who are not enrolled in Medicaid to pledge a defined amount
toward their long-term care. In exchange for their pledge to use private resources, Compact
participants would benefit from limited overall long-term care costs and protection for their
remaining assets and income.
Compact participants would agree to pay either a “maximum pledge amount” equivalent to
the cost of three years of skilled nursing facility care at an average private-pay regional rate, or
a “dollar pledge amount” of half of their assets.96 Once a Compact participant spent her
pledged amount on qualified long-term care services, she would receive partial asset
protection and payment assistance for long-term care services, either through a subsidy or
through Medicaid coverage.97 Compact participants would also be entitled to protected income
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at amounts similar to those under Medicaid; if their annual income were above this protected
threshold, they would be required to contribute 25 percent as a participation fee.98
Two design features of the Compact program would limit participants’ total long-term care
costs. First, once they met their pledge amount, Compact participants would receive a subsidy
for qualifying long-term care services. Second, the Compact would cap the amount that longterm care service providers could charge Compact participants. Similar to LTCI, the Compact
asset protection, subsidy, and rate cap would serve as a financial cushion for people needing
several years of long-term care, which could otherwise be a severe financial burden.
Since 2005, several Compact bills have been introduced in New York; none has been enacted
into law, however. In 2011, a Compact bill passed the Senate but not the Assembly.99
In 2010, the State authorized a Long-Term Care Financing Demonstration Project, a modified
version of the Compact, allowing up to 5,000 people to qualify for Medicaid while retaining all
or part of their remaining assets and income, provided they have spent their initial pledge
amount on qualified long-term care services.100 Participants in the demonstration project
would be enrolled directly in Medicaid, rather than in a subsidy program. Those enrollees
would incur lower long-term care costs because qualifying care would be covered entirely by
Medicaid—but they would be limited to using Medicaid providers. By comparison, in the
original Compact program, designed in part to encourage development of the private market
for long-term care services, higher reimbursement rates would encourage more providers to
participate, which in turn would offer Compact enrollees greater choice.
Funding for the Demonstration Project has not been allocated, and the project has not been
implemented. Notably, federal approval is required to implement either the Long-Term Care
Financing Demonstration Project or a full Compact program.

Bottom Line: Limited Resources, Limited Options
Relatively few families have sufficient private resources to self-finance the entirety of their
long-term care needs. Alternative financial products tend to be within reach of only those with
considerable investable assets, and tend to provide less comprehensive coverage than LTCI.
New York’s innovative Compact approach may help encourage private financing if it is ever
implemented in its original form, but the Financing Demonstration Project may increase
costs for the State, since it enrolls people directly in Medicaid. In any event, New York faces a
distinct challenge in trying to encourage individuals to devote significant private resources to
obtaining sufficient long-term care protection—in part because families know that depleting
their assets on long-term care services and supports may well make them eligible for
Medicaid.
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Medicaid
For all but the very wealthy, depleting family resources is a normal and predictable
consequence of going without long-term care coverage and relying on private resources to
cover costly services and supports. Once people have expended their private resources, they
can qualify for Medicaid to cover long-term care. Consequently, as the means-tested program
that plays a diverse range of health-related roles for people with limited resources, Medicaid
has become the default payer for long-term care in New York and across the country.
Medicaid is not always a separate financing system for long-term care, but often part of a
continuum, and families relying on Medicaid are not necessarily distinct from those using
private assets. Many middle-class and working families, while initially relying on their savings
to cover long-term care costs, are essentially pre-Medicaid. As families exhaust their resources
on long-term care, Medicaid enrollment is often an inevitable second stage for a large share of
the private-pay population. With baby boomers now beginning to reach old age, policymakers
are deeply concerned about the even larger role Medicaid may have to play as a significant
share of this aging cohort—including large numbers of the middle class—could eventually
enroll in Medicaid, once they are unable to self-finance their long-term care needs.
Because states have a substantial amount of flexibility in determining what long-term care
services Medicaid should cover, and significant leeway on which elderly and disabled residents
should be eligible, they are essentially deciding where to draw the line between private and
public financing mechanisms. This role is unique to the long-term care side of Medicaid. On
the acute care side, it is far less common for families that start out with substantial incomes
and assets to move to public means-tested coverage.

Medicaid as the Primary Payer
Thanks to the absence of any other comprehensive financing mechanism, Medicaid—
theoretically the payer of last resort—has become the default primary payer for long-term care
services and supports. Medicaid spent $129 billion on long-term care in 2010, 62 percent of all
direct spending nationwide.101
Relative to other states, New York takes an inclusive and comprehensive approach to covering
long-term care supports and services under Medicaid. Elderly and disabled residents with
income below 85 percent of the federal poverty level (FPL) for individuals or below 92 percent
FPL for couples can receive coverage,102 and New York’s Medicaid program offers one of the
nation’s most comprehensive benefit packages.103 In 2010, long-term care for the frail elderly
and physically disabled accounted for $13.4 billion in Medicaid spending in New York, over
one-fourth of all program expenditures.104
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New York State Policy Context
New York is a national leader in providing a comprehensive long-term care benefit under
Medicaid. While the federal government requires Medicaid to cover only nursing home care
and home health services, New York’s Medicaid State Plan has long included a broad array of
home- and community-based services for the elderly and disabled. These include personal
care, adult day care, assisted living, and integrated service delivery programs such as the
Program of All-inclusive Care for the Elderly (PACE). New York’s Medicaid program covers a
broader array of long-term care services and supports than most private LTCI policies, and has
no limits on the benefit period or amount of services covered.
Unlike the situation in many states, where nursing homes are the dominant setting for longterm care, in New York most elderly and disabled Medicaid beneficiaries receive services in
the home or in community settings.105 This balance puts New York in good standing relative
to the Supreme Court’s 1999 Olmstead decision, which clarified that under the Americans
with Disabilities Act of 1990, states “shall administer services, programs, and activities in the
most integrated setting appropriate to the needs of qualified individuals with disabilities.”106
This ruling extends to Medicaid long-term care services, and the State has repeatedly affirmed
its commitment to maintaining its broad array of community-based long-term care services
and supports, and to ongoing implementation of the Olmstead decision.

New York’s Remaining Policy Lever: Financial Eligibility
Medicaid eligibility for long-term care services and supports is based on a means test that
takes into account income and assets. In New York, people with resources above the eligibility
limits can qualify for Medicaid through several avenues, including “spend-down” programs,
estate planning techniques, or, for married couples, spousal refusal. The rules allowing
beneficiaries to retain limited amounts of assets are designed to prevent high long-term care
costs from wiping out family assets and leading to spousal impoverishment, leaving well
spouses with few resources for their own care and subsistence. Inevitably, though, policies
allowing families with significant private assets to benefit from a means-tested program will
be called into question. It is unsurprising, therefore, that recent Medicaid debates in New York
have focused on the long-term care eligibility rules for families with significant resources—
and in particular on spousal refusal.
Spousal Impoverishment and Spousal Refusal. Inherent in Medicaid eligibility policy is the
need to find the delicate balance between maintaining program integrity and protecting
families from impoverishment due to long-term care costs. Spousal impoverishment
protections in federal and state law allow the well spouse of a Medicaid long-term care
beneficiary to retain some assets and income above the Medicaid limits, without jeopardizing
the care-seeking spouse’s Medicaid eligibility.
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Under federal law, states must allow the well spouse of a nursing home resident to retain a
Community Spouse Resource Allowance (CSRA) of half or more of the couple’s joint assets
up to an annually adjusted cap. New York’s 2012 CSRA cap is $113,640,107 the maximum
allowed under federal law. New York does not apply these protections to spouses of
community-based long-term care recipients unless they are in certain waiver programs.
Federal law also requires states to allow the well spouse a Minimum Monthly Maintenance
Needs Allowance (MMMNA). Again, New York’s is the maximum allowed—$2,841 per month
in 2012, the equivalent of 122 percent FPL.108 Federal law further dictates that if a well spouse’s
income is less than the MMMNA the spouse residing in a nursing home can contribute the
difference without compromising Medicaid eligibility.109
The allowances specified under the spousal impoverishment protections may still not leave a
well spouse with the necessary resources for daily expenses, particularly if she lives for many
years. Moreover, spending down to the Medicaid asset threshold can require the depletion of
the vast majority of a couple’s life savings.
Spousal refusal allows the well spouse to keep far more resources than under spousal
impoverishment protections, by redefining how assets and income are held within the
marriage. Under spousal refusal, the well spouse signs a legal document stating a refusal to
contribute material support to the care of the spouse seeking Medicaid coverage for long-term
care. As a result, when the care-seeking spouse applies for Medicaid, the refusing spouse’s
assets and income do not count toward Medicaid eligibility limits. In New York, spousal
refusal is allowed for both nursing facility and home care, provided the recipient requires a
nursing home level of skilled care. Outside New York, the spousal refusal policy is in effect
only in Connecticut and Florida.
In an effort to curtail asset transfers for the purpose of gaining Medicaid eligibility, the federal
Deficit Reduction Act of 2005 (DRA) imposed a penalty waiting period for coverage of nursing
home care if assets have been transferred within the five years preceding an application for
Medicaid. Spousal refusal can circumvent the DRA’s penalty waiting period, however. Once
spousal refusal is invoked, the spouse in need of long-term care can transfer all assets to the
well spouse, up to one month before applying for Medicaid, without incurring any penalty.
Invoking spousal refusal in New York does not fully guarantee asset protection. New York’s
local governments—its 57 counties and New York City—can bring suit against the well spouse
for reimbursement of Medicaid costs, by proving that she has the ability to pay for her
spouse’s long-term care services. But there remains a strong financial incentive to invoke
spousal refusal: Medicaid nursing home rates are often half of private-pay rates, so care at the
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Medicaid rate is likely to be significantly less costly than under private pay, even if a recovery
case is successful and interest imposed.110 Moreover, recovery lawsuits can be settled for
significantly less than the cost of care to Medicaid, and payment to the local government can
sometimes be deferred until the well spouse dies.
Spousal refusal has often been a focus of Medicaid long-term care policy discussions. Several
gubernatorial administrations over the last 20 years have proposed revoking the policy, as did
the Governor’s Executive Budget in both 2011 and 2012, but it remains intact. The debate
typically centers on the ethics of families being allowed to shelter substantial assets to qualify
for Medicaid faster—or, reframed, on whether well spouses should be forced to deplete their
life savings, perhaps to the point of impoverishment. But there’s also a more practical
question: would revoking spousal refusal realize Medicaid savings for the State?
The proportion of applicants for Medicaid long-term care coverage invoking spousal refusal is
less than 1 percent in New York City,111 which is home to a majority of the State’s Medicaid
long-term care recipients and spending.112 Thus, revoking spousal refusal would likely yield
inconsequential budget savings for the State. Relatively few potential Medicaid beneficiaries
would initially face a denial of eligibility. Among them, new asset protection strategies—
including divorce—would doubtless arise, and many would still likely find a way to access
Medicaid coverage for long-term care. To the extent that elimination of spousal refusal
succeeded in keeping a small number of elderly and disabled New Yorkers off Medicaid, it
would lead to the depletion of assets and potential impoverishment of spouses—making
them, ironically, more likely to rely on Medicaid for their own future long-term care needs.

Bottom Line: Weak Policy Levers
State policymakers technically have broad latitude and great flexibility in setting Medicaid
policy under federal law and defining New York’s involvement in financing long-term care.
The State can set eligibility requirements that allow far fewer New Yorkers to receive longterm care services and supports through Medicaid. And, because many of the Medicaid
long-term care services that New York offers are categorized as optional under federal law, the
State can also make the benefits package less comprehensive and, therefore, less costly. These
choices require evaluation as Medicaid policy options with budget implications; they also
merit consideration as part of the larger national debate over financing for long-term care.
When it comes to long-term care, Medicaid is not only “the payer of last resort.” It is also the
primary and dominant payer. But this role says less about Medicaid itself than about the
absence of a coherent financing mechanism, public or private, that pools risk and prevents
unpredictable and catastrophic long-term care costs from sinking middle-class and working
families into poverty. While today’s deeply constrained fiscal environment makes it difficult to
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look beyond narrowly defined policy questions—such as who and what to cover—and to see
beyond one- or two-year budget targets, New York is a high-cost state with many seniors and
disabled adults in low- and moderate-income families. Whatever Medicaid’s eligibility rules
and covered benefits, many of these New Yorkers will face long-term care needs even after
they have exhausted their private resources. For most of these families, Medicaid is and will
remain the only option.

Conclusion
The current financing system for long-term care creates a variable and uncertain level of
coverage—and estate protection—based on key diagnoses toward the end of life, over which
care recipients have little control. When an elderly New Yorker faces a multi-year battle with
heart disease or cancer, Medicare will play an important role—providing comprehensive
coverage of acute care services, and protecting an individual’s assets while services are being
delivered. But when the challenge is not heart disease or cancer, but a multi-year struggle with
dementia, Medicare does not cover long-term care services and supports. The resulting
question—how much of one’s life savings must be exhausted before Medicaid can play a role
in covering long-term care?—has no good answers or policy solutions.
Taking stock of how we finance long-term care—especially with the baby boom generation
beginning to retire—it is clear that we are not where we need to be. Medicare, the nation’s
social insurance program for the elderly and disabled, excludes almost all forms of custodial
long-term care from its benefit. The federal government suspended the CLASS program, but
did not resolve the problem CLASS sought to address. In the near future, with a major
national debate on deficit reduction looming, another federal attempt at long-term care reform
looks very unlikely.
As in many areas of health policy, federal stasis begets state responsibility. New York’s
policymakers have thoroughly explored, and perhaps exhausted, opportunities to encourage
private-sector financing for long-term care, both through an insurance market and through
alternative financial planning instruments. The State lacks the jurisdiction, resources, and
policy levers necessary to craft an effective long-term care financing mechanism for New
Yorkers—except those who qualify for Medicaid. As a result, Medicaid is the principal locus
for New York’s long-term care policy debate. And given the State’s commitment to a
comprehensive Medicaid benefit that includes home- and community-based services, in
accordance with the Supreme Court’s Olmstead decision, options for reducing Medicaid’s
obligations are extremely limited.
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Very few New Yorkers have the comprehensive private long-term care insurance coverage
and/or extremely high asset levels required to plan for hypothetical long-term care needs far
into the future. For the vast majority, a potential consequence of there being no effective
public policy solution to the long-term care problem is family impoverishment, in some form,
at some level. The unpredictable need for significant long-term care services makes planning
akin to a lottery in which nobody wants their numbers to come up—but everybody must play.
Paying for long-term care remains a major unresolved challenge in New York State and the
nation.
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