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a  b  s  t r  a  c  t

The  first  major  insurance  expansion  of  the  Affordable  Care  Act  – a  provision  requiring  insurers  to  allow
dependents  to  remain  on  parents’  health  insurance  until  turning  26  – took  effect  in  September  2010.
We  estimate  this  mandate’s  impacts  on  numerous  outcomes  related  to health  care  access,  preventive
care  utilization,  risky  behaviors,  and  self-assessed  health.  We  estimate  difference-in-differences  models
with 23–25  year  olds  as the  treatment  group  and  27–29  year  olds  as  the  control  group.  For  the full  sam-
ple, the  dependent  coverage  provision  increased  the  probabilities  of having  health  insurance,  a  primary
care  doctor,  and  excellent  self-assessed  health,  while  reducing  body  mass  index.  However,  the  mandate
also  increased  risky  drinking  and  did  not  lead  to any  significant  increases  in  preventive  care  utilization.
Subsample  analyses  reveal  particularly  large  gains  for  men  and  college  graduates.

© 2015  Elsevier  B.V.  All rights  reserved.

1. Introduction

The Patient Protection and Affordable Care Act (ACA) of March
2010 aimed to achieve nearly universal coverage in the United
States through a combination of mandates, subsidies, Medic-
aid expansions, and health insurance exchanges (Gruber, 2011).
Although the majority of the ACA’s provisions just took effect in
2014, one important component of the law – a dependent cover-
age provision – was implemented on September 23rd, 2010. This
provision allows dependents to remain on a parent’s private health
insurance plan until the start of the first plan year after they turn 26
years old. Previously, private insurers often dropped non-student
dependents at age 19 and student dependents at age 23 (Anderson
et al., 2012, 2014).
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Many states already had some form of dependent coverage
mandate before the ACA, but the state laws are typically weaker.
Most state laws have an age threshold below 26 or require addi-
tional criteria, such as being a full-time student, living with one’s
parents, or not being married. Moreover, state laws do not apply
to self-funded benefit programs, and more than half of private
sector workers with employer-provided health insurance are in
self-funded plans (Monheit et al., 2011). Perhaps because of these
limitations, Monheit et al. (2011) and Levine et al. (2011) find that
state dependent coverage mandates only lead to small increases
in dependent coverage that are offset by a decline in young adults
holding their own policies. In contrast, the ACA provision applies
to all young adults under age 26 and all private plans. It there-
fore has the potential to dramatically affect young adults across the
country, including in states with a pre-existing dependent coverage
provision.

The ACA dependent coverage expansion provides a unique
opportunity to study the impacts of a health insurance intervention
specific to young adults, the age group with the highest uninsured
rate (Levine et al., 2011). Prior to the ACA, the uninsured rate was
29% among individuals ages 18–24 and 27% among those 25–34,
compared to 19% for 35–44 year olds and 14% for 45–64 year olds
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(DeNavas-Walt et al., 2010). Since any attempt to obtain univer-
sal coverage necessarily involves large coverage expansions among
young adults, it is important to understand the effects of insur-
ance on this group. It is unclear the extent to which results from
other contexts – such as Medicaid, Medicare, or the Massachusetts
health care reform of 2006 – are applicable. Young adults are gen-
erally healthier than the populations covered by these programs,
and therefore may  experience smaller gains from health insurance.
Alternatively, young adults may  be relatively poor and therefore
respond strongly to reduced out-of-pocket costs of medical care.1

Given the short amount of time since its implementation,
researchers are only beginning to study the impacts of the ACA
dependent coverage provision. Cantor et al. (2012) and Sommers
and Kronick (2012) show that the mandate increased health
insurance coverage for young adults across all racial groups and
regardless of employment status. Sommers et al. (2013) find that
the provision increased insurance coverage among young adults,
while reducing delays in getting care and care foregone because of
cost. Akosa Antwi et al. (2013) again find an increase in insurance
coverage, but they also present evidence of labor market conse-
quences such as young adults shifting from full-time to part-time
jobs. Akosa Antwi et al. (2014) show that the mandate increased
young adults’ utilization of inpatient care, particularly for mental
illness. Chua and Sommers (2014) do not find any evidence that
the provision affected health care use, but they do find a reduc-
tion in out-of-pocket medical expenses and increases in excellent
self-reported physical and mental health.

These papers all share a common general research design: com-
paring changes in outcomes among the treated age range 19–25
to those of other young adults. The age range used for the control
group varies across these studies, with some including individuals
up to 34 years old (Sommers and Kronick, 2012; Sommers et al.,
2013; Chua and Sommers, 2014). Slusky (2013) questions the valid-
ity of this approach, arguing that different age groups are often
subject to different economic shocks. He runs placebo tests using
data from before the mandate and artificial “treatment” dates, find-
ing that the same specification estimates significant “effects” more
often than could be attributed to chance. He suggests narrowing the
age bandwidths of the treatment and control groups as a possible
solution.

We  contribute to this literature on the ACA dependent cover-
age provision in four ways. First, we consider a number of new
outcomes. Using data from the Behavioral Risk Factor Surveil-
lance System (BRFSS), we investigate 18 outcomes related to health
care access, utilization of preventive care, risky health behaviors,
and self-assessed health. The health care access measures include
having insurance, a primary care doctor, and any foregone care
because of cost. Our preventive care measures are dummies for
recent flu vaccinations, well-patient checkups, and pap tests. The
health behavior outcomes reflect smoking, drinking, body mass
index, exercise, and pregnancy. The self-assessed health variables
relate to overall, mental, and physical health as well as health-
related functional limitations. Of these outcomes, only insurance
coverage, foregone care because of cost, and self-assessed physi-
cal and mental health are studied in other papers in the literature.
To our knowledge we are the first to investigate the ACA depend-
ent coverage provision’s impact on preventive care or health
behaviors. Moreover, although Chua and Sommers (2014) examine
self-assessed physical and mental health, their measures and ours

1 Aside from age, the ACA dependent coverage mandate is also a unique coverage
expansion in that it represents an expansion of private rather than public insur-
ance, and that, since it only affects those whose parents have insurance, the treated
population may be of higher socioeconomic status than that of other interventions.

are meaningfully different. They use dummies for self-reporting
excellent physical and mental health, so their estimates only cap-
ture changes at the upper end of the health distribution. In contrast,
we utilize five measures that should together capture changes at
various parts of the distribution. A dummy  for excellent overall
health reflects the high end, a dummy for very good or excellent
health reflects a somewhat lower portion, and three more severe
outcomes – number of days of the past 30 not in good physical
health, not in good mental health, and with health-related limita-
tions – reflect an even lower portion. This distinction will prove
critical to the results.

Our second contribution is to push further than prior studies
toward addressing the methodological concerns raised by Slusky
(2013), both by using narrow age ranges for the treatment and
control groups and by validating these selections through placebo
testing. Our treatment group consists of individuals ages 23–25,
slightly below the dependent coverage provision’s age cutoff, and
our control group consists of those slightly above the cutoff at ages
27–29. We  run placebo tests checking for “effects” of artificial inter-
ventions in the pre-treatment period. Our classifications perform
well in the placebo tests, whereas the wider age ranges commonly
used in the literature prove more problematic.

Another contribution is that we  use over three full years of
post-treatment data (2011 through 2013, plus a few months after
implementation at the end of 2010). To our knowledge, none of the
prior papers in the ACA dependent coverage provision literature
have used more than one full year of post-treatment data, which
leaves the estimates susceptible to confounding from temporary
age-specific shocks and fluctuations. If estimated effects persist
with three years of post-treatment data, we can be more confident
that they are not driven by transitory movements in unobserved
characteristics.

Finally, we contribute to the literature by testing for heteroge-
neous effects. Of the outcomes included in our paper, heterogeneity
in the effects of the ACA dependent coverage provision has only
previously been evaluated for insurance coverage (Akosa Antwi
et al., 2013; Sommers et al., 2013) and cost being a barrier to
care (Sommers et al., 2013). We  will find important heteroge-
neous effects on other outcomes as well, such as self-assessed
health. Moreover, although Akosa Antwi et al. (2013) and Sommers
et al. (2013) evaluate whether effects differ by certain demographic
characteristics, neither paper tests for heterogeneous effects by
socioeconomic status.2 We  will find that the effects of the depend-
ent coverage provision vary considerably by education level.

Our difference-in-differences results from the full sample sug-
gest that the ACA dependent coverage provision improved health
care access for young adults, had little effect on preventive care use,
had mixed effects on risky health behaviors, and improved self-
assessed health at the high end of the distribution. Specifically, we
document improvements in four of the eighteen outcomes: health
insurance coverage, access to a primary care doctor, excellent self-
assessed health, and body mass index. However, we find evidence
of an increase in risky drinking, and no clear effects in either direc-
tion on the remaining thirteen outcomes.

We evaluate heterogeneity in the effects of the mandate through
subsample analyses, finding the greatest improvements in out-
comes for men  and college graduates. The increase in health
insurance coverage was greater for men  than women, and only

2 Sommers et al. (2013) note that testing for heterogeneity by educational attain-
ment is difficult because many individuals in their treatment group – 19–25 year
olds – are still in the process of completing their education. Another advantage
of  using a narrow age range for the treatment group – 23–25 year olds – is that
excluding the prime college ages largely ameliorates this concern.
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