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ABSTRACT 

 
Among the provisions of the Patient Protection and Affordable Care Act of 2010 

that were implemented earliest was an expansion in the definition of dependents on 

private family health insurance plans.  This provision has been shown to have increased 

coverage in young adults overall, however, its differential effect on young people with 

disabilities is unknown (Antwi, et al., 2012; Cantor, et al., 2012; Sommers, et al., 2013; 

O'Hara & Brault, 2013).  Also, evidence from past expansions has been linked to 

decreases in the labor supply (Depew, 2012; Hulbert, 2012).  Because of programs like 

Medicare and Medicaid for people with disabilities, theory suggests that people with 

disabilities may have different labor supply outcomes because of the provision.  Using 

data from the 2008-2011 American Community Surveys, I find that young adults with 

disabilities experienced similar increases in coverage as those with no disabilities; both 

increased coverage about 4.5 percentage points.  While those with no disabilities had a 

small decrease in number of hours worked, I detected no change for those with a 

disability. 
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Introduction 

Among the most popular provisions in the Patient Protection and Affordable Care 

Act of 2010 (hereinafter referred to as the Affordable Care Act or ACA) was the 

expansion of dependent coverage in private health insurance plans to young adults under 

age 26 beginning in September 2010.  Prior to that time, only some adult children in 

certain situations could remain on their parent’s insurance.  With passage of the ACA, 

any person under the age of 26 could remain on their parents’ insurance regardless of 

circumstance, provided only that their parents choose to enroll in a family plan.   

While the direct and indirect effects of dependent coverage expansions have been 

studied for the total population of young adults, questions remain about how the 

provision affected a certain population subgroup with particular health care needs, 

namely young people with disabilities.  Because of their circumstances, people with 

disabilities may value the smoothing of medical shocks that health insurance provides 

differently than their non-disabled peers.  Also, health insurance interplays with labor 

supply decisions because the availability of employer-sponsored insurance is tied to full-

time work while public health coverage programs are tied to low or no employment. 

From these relationships, economic theory suggests that people with disabilities may 

experience different labor supply outcomes from their non-disabled peers due to the 

perceived value of health insurance and the availability of government assistance that is 

not otherwise offered to people without disabilities. 

This paper empirically examines the differential impact that the ACA provision 

had on the health insurance coverage and labor supply of young adults with disabilities, 

as compared to those with no disability.  Treating the implementation of the provision as 
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a natural experiment, I use a difference-in-differences (DD) approach to identify the 

impact on both populations with and without disabilities.  Given the relative low level of 

disability in younger populations, detecting any differences between the populations 

requires a large sample. For this, I use data from the American Community Survey 

(ACS), a large nationally representative sample of households in the United States.  

Despite a theoretical basis for observing differences in the provision’s affect on health 

coverage and labor supply, the policy affected the two groups rather uniformly; each 

experienced about a 4.5 percentage point decrease in uninsurance.  While I detected a 

small decrease in hours worked for individuals without disability, there was no 

statistically significant change in hours worked of young adults with disabilities. 
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Background 

 Health insurance coverage – or lack thereof – varies substantially across 

population subgroups for many reasons.  Some want coverage but cannot afford it while 

others would rather forgo coverage for other consumption.  Young adults typically fall 

into the latter group, jokingly called “invincibles” for believing they can afford to be 

uninsured because of their relative good health.  Indeed, the Census Bureau found that 

18- to 34-year-olds had the highest uninsured rates compared to other age groups 

(DeNavas-Walt, et al., 2010).  It is also true that young adults have the least risk for 

needing medical services (O'Hara & Caswell, 2012). 

From a policy perspective, the lack of insurance among this age group is not 

trivial.  Like other uninsureds, young people report putting off necessary health care due 

to lack of coverage, with many resulting in poor health outcomes (Collins & Nicholson, 

2010).  Likewise, many of the young uninsureds experience difficulty paying medical 

bills, turning to parents and other family members to help cover payments (Collins, et al., 

2012).  Improving coverage for young people was a worthwhile policy goal that could be 

achieved through numerous policy options.  Extending dependent coverage by setting an 

upper age threshold on private plans did not require new bureaucracy or substantial 

public funding (Cantor, et al., 2012).  

The ACA section 2714 established a federal standard for family coverage in 

private health insurance plans.  Employer-sponsored and private non-group health plans 

that offer family coverage must allow children under the age of 26 to enroll or remain 

covered under their parent’s plan.  This redefinition was neither new nor novel. Prior to 

the passage of the ACA, 37 states already had laws that extended dependent coverage 
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under certain scenarios.  Criteria for eligibility differed from state to state, but most 

extended coverage for students and other unmarried and childless young adults who were 

financially dependent on their parents.  These laws were limited in scope, however, as 

states could not force some plans to expand coverage due to the Employee Retirement 

Income Security Act’s (ERISA) federal pre-emption. The ACA provision addressed 

many of the gaps from state expansions and implemented the standard in states with no 

existing expansion.  Beginning on September 23, 2010 – six months from the enactment 

of the ACA – adult children under age 26 could enroll as dependents on their parents’ 

plans, regardless of financial dependence, residency, student status, or other 

characteristics used to limit eligibility under the state laws. 

In order to examine the impact of this provision on the health insurance coverage 

and labor supply of young adults, it is important to identify how health insurance is 

regularly obtained, how it influences labor market decisions, and how the provision 

interacts with existing policies that encourage (or discourage) work.  The last point is 

particularly important concerning the impact of the dependent expansion on young adults 

with disabilities. Disability programs and policies including the availability of public 

health coverage already influence how people with disabilities approach the labor market 

(Gruber, 2000). 

In the United States, health insurance coverage is largely obtained through 

employer-sponsored plans.  According to the Census Bureau, 55.8 percent of people 

received coverage through an employer in 2009 (DeNavas-Walt, et al., 2010).  Work 

decisions often take into account whether a firm offers health insurance benefits, and if 

not, whether the wage is sufficient to purchase a plan on the non-group market.  While 
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the economic theory of compensating differentials suggests that wages adjust for the 

provision of an insurance benefit, a growing body of empirical evidence has found little 

evidence that the differential exists (Lehrer & Pereira, 2007).  For young people who are 

largely starting out careers in entry-level positions, taking a job that does not offer health 

coverage or is too low paying to purchase a plan directly has contributed to the group’s 

low coverage level.  For those with disabilities, the inability to obtain health insurance 

through an employer may have different consequences, namely due to the availability of 

public health coverage.   

A primary goal of the Americans with Disabilities Act of 1990 (ADA) was to 

improve the employment situation for individuals with disabilities in the United States.  

Despite the many accommodations available to people with disabilities and required 

under law, employment in this population remains significantly lower than their non-

disabled peers (Brault, 2012).  In part, the employment disparity is a result of policies that 

include disincentives to work (Levy, et al., 2012). 

 Federal policies directed toward individuals with disabilities have attempted to 

reach a balance between providing income support and other benefits to those who 

cannot work and encouraging employment for those who can.  The Social Security 

Administration (SSA) Disability Insurance programs – Social Security Disability 

Insurance (SSDI) and Supplemental Security Income (SSI) – contain the predominant 

eligibility requirement that individuals are “unable to engage in substantial gainful 

activity” (SGA) in order to receive benefits (SSA 2008).  As such, these programs 

encourage people with chronic health problems and other medical conditions to reduce or 

leave employment.  In addition to the income benefit that these programs provide, 
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recipients of SSDI may also receive Medicare benefits (after the requisite 24-month 

waiting period) and recipients of SSI may be eligible for state Medicaid programs. 

 At the same time, the government has recognized that not all individuals with 

disabilities are “work disabled.”  The Rehabilitation Act of 1972 established the 

Rehabilitation Services Administration that actively promotes employment through 

vocational rehabilitation training.  Furthermore, ADA made workplace discrimination 

against people with disabilities a federal crime.  Efforts have even been made to try to 

reduce the work disincentives associated with SSA’s disability programs.  The Ticket to 

Work and Work Incentives Improvement Act of 1999 allowed for beneficiaries to explore 

employment options retaining income and health benefits as they transition through to 

self-sufficiency. 

Because of these government programs, individuals with disabilities who can 

meet the SSA’s eligibility requirement have an alternative path towards health insurance 

coverage.  While childless adults without disabilities are largely ineligible for 

government assistance programs, people with disabilities may be able to obtain benefits if 

they can certify that they are unable to work.  Consequently, an individual with a 

disability may face a dichotomy of working without health insurance or not working and 

getting insurance through a government program. Some people with disabilities may 

decide to not work and enroll in either SSDI or SSI for the primary reason of getting 

health insurance.  This phenomenon has been referred to as “Health insurance motivated 

disability enrollment” (Kennedy & Blodgett, 2012). 
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Literature Review 

Direct impact of dependent expansions on health insurance coverage 

Prior to the implementation of the ACA dependent coverage provision, 37 states 

had passed laws extending coverage to young adults (NCSL, 2010).  While most states 

required that eligible persons be unmarried and financially dependent on their parents, 

there was substantial variation in the timing and criteria involved with the state policies. 

This variation in policies provided a natural experiment that was utilized by several 

studies of the impact of dependent expansions on the health insurance coverage. Some 

research designs looked exclusively at a single state’s implemented policies while other 

used all states where dependent coverage policies changed over a targeted set of years. 

Of the states, Massachusetts’s health reform is regarded as a primary precursor 

and model for the ACA.  In addition to an individual mandate, the state reform had 

policies directly targeting increased coverage of young adults, including a dependent 

expansion.  The expansion provision was, unfortunately, entangled with other policies 

like a state sponsored health plan for young persons, also targeting young people such 

that the impact of the dependent expansion alone could not be determined.  Using data 

from the Current Population Survey Annual Social and Economic Supplement (CPS 

ASEC) in a difference-in-difference framework, research found that the Massachusetts 

health reform resulted in a 5.0 to 7.5 percentage point increase in coverage among the 

young adults for which they attribute a substantial share to the policies specifically 

targeting this population (Long, et al., 2010).  
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Using similar methods at the Massachusetts study, other research has examined 

the impact across the larger pool of states to estimate the effect of the dependent coverage 

using data from the CPS ASEC and the Behavioral Risk Factor Surveillance System 

(BRFSS).  Evidence from data across several states with different dates of 

implementation and different eligibility requirements showed that state expansions in the 

definition of dependent did, in fact, increase ESI dependent coverage however those 

increases were often offset by decreases in ESI policyholder status (Monheit, et al., 2011; 

Blum, et al., 2012).  Furthermore, the research found few statistically significant 

differences in net coverage, however, there were some suggestions that reverse crowd-out 

– people shifting from public to private coverage – could be taking place (Levine, et al., 

2011). 

Efforts to understand the effect from state policies were hindered by the 

complexity of the eligibility requirements that differed from state to state.  For many 

requirements, the available data did not specifically capture elements that were necessary 

to distinguish eligible from non-eligible individuals.  For instance, factors like financial 

dependency, and the residency and coverage status of these young adults’ parents were 

not available for all potentially eligible respondents from neither the CPS ASEC nor 

BRFSS surveys.  In terms of the actual effectiveness of the state policies, factors like the 

ERISA preemption may reduce the magnitude of the impact.  In this way, evidence from 

the state efforts may not be representative of what a federal law might achieve (Cantor, et 

al., 2012). 

With the ACA, the eligibility rules were much simpler.  Early evidence from the 

National Health Interview Survey (NHIS) showed the provision’s impact producing an 
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8.3 percentage point increase in health insurance coverage among young adults 

(Sommers & Kronick, 2012).  Estimates from the different data sources have varied in 

the magnitude but all have shown a substantial effect.  CPS ASEC data suggested that the 

provision increased coverage 5.3 percentage points (Cantor, et al., 2012); Survey of 

Income and Program Participation (SIPP) data suggested that the increase was 3.2 

percentage points (Antwi, et al., 2012); and ACS data suggested that the increase was 4.2 

percentage points (O'Hara & Brault, 2013).  From a survey of health benefits on the 

employer-side, estimates suggest that about an additional 2.9 million adult children were 

covered under their parents’ employer plans due to the ACA provision (Claxton, et al., 

2012). 

While the different surveys produced different results, most used the same 

methodology: a difference-in-difference design using an adjacent age group that was not 

affected by the expansion for the counterfactual. The age ranges for these control group 

differed across studies.  Furthermore, studies pooled different numbers of years together 

as the before-implementation period.  While the choices of age range and length of the 

“before” period were likely determined to improve the efficiency of key coefficients, they 

also explained why studies found different magnitudes of the policy’s effect. 

Research has explored the direct impact of policy regarding whether it was felt 

equally across population subgroups and geographic areas.  The data suggest that it was 

not.  Health insurance coverage grew more for males, non-Hispanic Whites, U.S. citizens, 

and those proficient at speaking English  (Sommers, et al., 2013; O'Hara & Brault, 2013).  

Regarding its impact by health status, studies were generally inconclusive about whether 

individuals with poorer health experienced greater increases than those who rated their 
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health as ‘excellent’ (Antwi, et al., 2012; Sommers, et al., 2013).  While health status can 

sometimes be used as a proxy for disability, the studies of the ACA provision did not 

show differences for individuals by disability status. 

Secondary effect of dependent expansions on labor supply 

 While the direct effect of a dependent expansion appears to achieve its goal of 

increasing insurance coverage of young people, there are often secondary effects that 

may be either intended or unintended.  Researchers have long attempted to explain the 

exogenous impact of health insurance on the labor supply employing natural experiments 

regarding the coverage of spouses and dependents in private group health insurance 

plans.  As noted earlier, employment and health insurance are connected as most 

Americans obtain their coverage through employer-sponsored plans. As such, 

employment decisions and health coverage decisions are often made concurrently.  

Dependent coverage expansions, like the one in the ACA, allow decisions about work 

and health insurance to be made independently. 

 In short, much of the literature suggests that the receipt of health insurance 

reduces labor supply.  Several studies came to this conclusion after looking at the work 

hours of married females (Buchmueller & Valletta, 1999; Olson, 2000).  Here, 

researchers examined how spousal insurance coverage affected their wives’ decisions to 

participate in the labor force and the number of hours they would work.  Further research 

has tried to separate how joint decisions regarding labor supply are made between 

husbands and wives in the presence of health insurance coverage (Dey & Flinn, 2008; 

Cebi, 2011).  Research has rightfully noted that a labor supply effect may not be 

exogenous as couples often make decisions regarding health insurance coverage and how 
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much to work based on maximizing their combined utility rather than maximizing the 

utility of each person. 

 Dependent coverage of their adult children would not suffer from this kind of 

endogeneity.  Analysis of the state dependent expansions showed that extending coverage 

reduced the hours of eligible people by 1.4 to 1.7 hours per week (Hulbert, 2012).  This 

shift occurred mostly around the division between full-time and part-time work; full-time 

work fell 3.0 to 4.6 percentage points while part-time work increased 2.4 to 3.2 

percentage points.  Research that included the ACA provision found that the mean hours 

worked per week fell 1.9 hours for women but there was no statistically significant 

change for men (Depew, 2012).  This led to a 4.4 percentage point decrease in the full-

time employment of women and a 2.7 percentage point decrease for men.  While 

differing in their specifications, both studies used a difference-in-difference framework 

for identifying the policy’s impact. 

Health insurance and the labor supply of individuals with disabilities 

Due to the chronic health conditions and other medical needs associated with 

disabilities, people with disabilities arguably place higher value on health insurance.  

Health care expenditure for individuals with disabilities is roughly 4 to 5 times that of 

individuals without disabilities (Yelin, et al., 2006).  Furthermore, individuals with 

disabilities are susceptible to secondary conditions that may increase health care services 

use (Anderson, et al., 2011).  Health insurance is therefore an important mechanism to 

smooth the financial shocks of these health events.  At the same time, the greater risk for 

health expenditure causes insurance premiums to be greater, often putting unsubsidized 

private insurance options out of reach (Hanson, et al., 2003). 
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To address this greater need for insurance, public programs were made available 

for nonelderly adults with disabilities.  Those who still lack coverage, however, face 

greater barriers to accessing care.  Uninsured individuals with disabilities are more likely 

to report unmet needs and greater service use compared to similarly uninsured individuals 

with no disabilities (Sommers, 2006).  This population was more likely to have used 

emergency departments to obtain care while at the same time forgone needed prescription 

drugs and surgical procedures. The problems associated with limited access to care are 

pronounced for young persons with disabilities (Collins, et al., 2012). 

The loss of coverage appears tied to transitions into adulthood (Wang, et al., 

2010).  Youths were more likely to lose coverage during the transition from high school 

into college or from school into the workforce. Furthermore, young people with 

disabilities were more likely to lose coverage than their peers without disabilities.  Those 

with private insurance coverage may be dropped from parents’ plans while those covered 

by Medicaid may no longer stay eligible for coverage.  Research has examined the extent 

to which expanding Medicaid can be used to address this loss of coverage among young 

adults with disabilities.  Medicaid is relatively generous to children with disabilities but 

less so for similarly disabled adults, because eligibility is tied to work.  With this in mind, 

a few states expanded Medicaid eligibility for working people with disabilities; however, 

states have had difficulty setting employability standards (Fishman, 2001; Sulewski, et 

al., 2006).  Most states relied on requirements that persons have a SSI disability 

determination but no longer be eligible for the income-support due to work requirements.  

This requirement limited the benefits to only those coming off the SSI roles, leaving 

many individuals with less severe disabilities ineligible (Fishman, 2001). 
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Moving in the opposition direction, recent efforts to expand private coverage 

through state reforms and the ACA has led some to believe that people with disabilities 

may become less dependent on federal assistance for both income support and health 

insurance (Kennedy & Blodgett, 2012).  One estimate suggests that 2 million people with 

disabilities will become newly insured due to the ACA provisions (Gettens, et al., 2012).  

Through the health exchanges, the elimination of pre-existing conditions restrictions, and 

greater dependent coverage options, working age people with disabilities should also be 

able to increase their employment without threats to loss of coverage (Levy, et al., 2012; 

Stapleton & Liu, 2009). 

  So far, only few studies of state reforms have specifically targeted the population 

of people with disabilities.  The Massachusetts health reforms appeared to have the  

largest impact on the health insurance coverage of adults in the youngest age group (those 

19 to 34 years old) at 8.6 percentage points (Gettens, et al., 2011).  Like other studies of 

the Massachusetts reforms, this estimate did not disaggregate the effect of multiple 

provisions in Massachusetts law.  For this reason, this may not be indicative of the kind 

of impact that the ACA dependent expansion provision would have on people with 

disabilities. 
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Conceptual Model 

 The relationship between the dependent care expansion and health insurance 

coverage is relatively straightforward.  After policy implementation, individuals under 

the age of 26 may enroll as dependents on their parents’ plans.  This may result in three 

types of changes in coverage: (3) the young person goes from having no health insurance 

coverage to being a dependent on a parent’s plan; (2) the young person changes from 

having private coverage, either as the policyholder of his or her own plan or as a 

dependent on a spouse’s plan, to being a dependent on a parent’s plan (e.g. their coverage 

status as being privately insured does not change); or (3) the young person stops 

receiving coverage through a public source like Medicaid and becomes a dependent on a 

parent’s plan (e.g. reverse crowd-out). 

As stated earlier, young people tend to lose coverage during times of transition.  

Thus, the impact of the policy may not just reflect those gaining dependent coverage but 

could also include those who otherwise would have lost coverage.  For instance, if a 

student graduates from college and would no longer be eligible for dependent coverage 

under existing state law, the ACA would allow that individual to remain on his or her 

parents’ plan.  While no actual change in coverage occurs, when compared to the 

counterfactual, this scenario is treated as a net increase in coverage. While individuals 

may lose insurance or enroll in public coverage options concurrent to the policy 

implementation, these shifts are likely consequences of unrelated events such as the 

recession of December 2007 to June 2009 and not likely an effect of the dependent 

expansion policy. 
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The connection between the dependent care expansion and changes in the labor 

supply of young people is derived from the classical model of consumption where 

individuals receive utility from leisure (ℓ), non-benefit consumption (c), and from having 

health insurance (HI).  This model can be stated as: 

! !, ℓ,!" = ! !, ℓ + !"#, 

where the utility from health insurance is moderated by a factor !, which reflects 

how much an individual values the insurance coverage.  Consumers adjust their 

consumption and leisure in the presence (or absence) of health insurance to maximize 

their utility.  Non-benefit consumption and leisure are both assumed to be normal goods.  

For individuals with and without disabilities the budget constraints in this model differ 

due to the presence of public health insurance options.   

Labor supply for individuals without disabilities 

I begin with individuals without disabilities because they face a simpler budget constraint 

from which utility is maximized.  Because employer-sponsored health insurance is 

associated with a threshold of work (e.g. it is offered for full-time workers but not part-

time workers), this particular benefit produces a kink in the budget constraint. When 

work exceeds (leisure falls below) this cutoff, the individual can obtain health insurance 

through his or her employer which frees up resources to consume additional non-benefit 

consumption. For those eligible for dependent coverage (under 26 and after 

implementation), the kink goes away and the budget line becomes a strictly linear trade-

off (presented as dotted lines in Figure 1).  Hence, the effect of the dependent coverage 
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expansion is the change in leisure caused by the disappearance of the kink, as well as the 

shift in the budget line. 

Figure 1.  Maximizing utility in the presence of dependent coverage – Individuals 
without disabilities 

 

Individuals with similar budget constraints may value leisure and consumption 

differently.  Figure 1 presents three types of individuals without disabilities whose 

relative value of leisure is low, medium, and high.  For those who do not value leisure 

much (U1), the disappearance of the kink in the budget constraint does not affect the 

amount they work.  This type of individual works full-time without regard for the 
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employer-sponsored health insurance benefit he or she receives. One would not expect 

the dependent expansion to have any effect on this type of person’s labor supply. 

The second type of individual is one who holds a medium value of leisure.  Here, 

individuals would likely work less than full-time; however, because of the kink in the 

budget line, they gain more utility from the employer-sponsored health insurance than 

they would lose from consuming less leisure. The threshold essentially creates the 

incentive to work more (U2).  When the kink disappears from receiving dependent 

coverage, this type of individual will consume more leisure and work less (U3).  Thus, the 

effect of the policy would reduce this type of person’s labor supply. 

The last type of individual is one who holds a high value of leisure.  For these 

people, the dependent expansion acts as an exogenous income source.  Receiving 

coverage as a dependent frees resources for consuming more leisure and non-benefit 

consumption. Individuals move from one level of utility (U4) to a higher level (U5).  

Because more leisure is consumed, the effect of the policy is a reduction in the labor 

supply.  All other things being equal, the size of the change in work caused by the 

dependent coverage for people with a high value of leisure is smaller than the change for 

people with a medium value of leisure as the latter group were at a lower leisure level 

caused by the kink in the budget line. 
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Labor supply for individuals with disabilities 

The budget constraints for individuals with disabilities differ from those without 

disabilities due to the availability of public health insurance programs like Medicare and 

Medicaid.  Essentially, those with disabilities may be eligible for these programs while 

those without disabilities typically are not.  These programs change the budget constraint 

as the price of health insurance is added back in at high levels of leisure (low levels of 

work) corresponding with the definition of “work disability” used by the programs.  This 

produces an additional kink point for those who meet this definition.  The availability of 

dependent coverage from the ACA provision (dotted line) bridges between the two kinks 

at the high and low levels of leisure. 

Figure 2.  Maximizing utility in the presence of dependent coverage – Individuals 
with disabilities 
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the numbers of hours worked, respectively.  For those with high values of leisure, the 

presence of the public programs produces a different effect.  Figure 2 shows two such 

individuals with disabilities with high values of leisure who are eligible for public health 

insurance options.  The first type, in the absence of such a program, would work less than 

full-time but more than what is permissible by the program’s eligibility rules.  To 

maximize utility, they move to a higher level of leisure at the kink point (U6).  When the 

dependent coverage expansion occurs and the kink disappears, these individuals shift to a 

higher utility level with less leisure.  Thus, the policy would increase the labor supply for 

this group.  The second type of eligible persons with disabilities value leisure so highly, 

they likely would not work regardless of the program.  This type of individual would be 

unaffected by the dependent coverage expansion.  

 People with disabilities may value leisure at different levels in such a way that the 

dependent coverage may induce some to work more while inducing others to work less, 

and others to not change their labor supply at all.  Comparably, individuals without 

disability would only be induced to reduce or maintain their labor supply.  Because the 

overall effect of the policy on the labor supply of people with disabilities could move in 

either direction, this paper seeks to measure empirically which directional effect 

dominates. 
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Estimation Strategy 

 Taking advantage of the natural experiment that the policy presents, I use a quasi-

experimental strategy to examine how the dependent expansion differentially affected 

young adults with and without disabilities.  The age cutoff for who is affected by the 

policy is relatively arbitrary; thus comparing the change for individuals on either side of 

the age limit should reveal the policy’s effect (Wooldridge, 2009).   To eliminate any 

confounding changes in health insurance coverage or labor supply, like that from the 

recent recession, I measure the effect of the policy using a difference-in-difference (DD) 

model.  In this model, I use individuals aged 26 to 29 years old as a counterfactual for 

those 22 to 25 years old.  Like in other DD models, the characteristics for the control 

group do not need to be the same magnitude as the treatment group, only that the change 

for one group should be the same as the change for the other, in the absence of the policy.  

The DD model I use is modified to interact disability status with the time dummy, 

treatment dummy, and DD estimator (as a triple interaction) to show the differential 

effects between individuals with and without disabilities.  The estimate of the policy’s 

effect on insurance coverage and labor supply (y) can be estimated by the following 

equation: 

!!"#$!%& = !! + !!!"#$! + !!!"#$% + !!!"#$!×!"#$% + !!!"# + !!!"#×!"#$!

+ !!!"#×!"#$% + !!!"#×!"#$!×!"#$% + !"#$%&' + !" + !! + ! 

In addition to the treatment (TREAT), time (AFTER), and disability status (DIS) 

indicators and their various interactions, this model includes a vector of controls for the 

imputation status of these key independent variables (IMPUTE), and a vector of controls 
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for confounding factors (X).  These confounding factors include age, sex, race, Hispanic 

origin, educational attainment, school enrollment, veteran’s status, citizenship, metro 

status, poverty status, food stamp/Supplemental Nutrition Assistance Program (SNAP) 

receipt, whether the individual lives with his or her parents, whether he or she has 

children of his or her own, and whether he or she is eligible for dependent coverage under 

existing state law.  Lastly, the model includes state dummies (!!) to control for other 

state specific effects. 

From the model, !! represents the DD estimator of the policy’s impact on 

individuals without disabilities, while !! represents the difference between the DD 

estimators for individuals with and without disabilities.  The estimate of the policy’s 

impact on people with disabilities would be the sum of !! + !!.  If the population of 26- 

to 29-year-olds is a true counterfactual for 22- to 25-year-olds, then the confounding 

factors and state dummies would not greatly change the measures of the policy’s impact.   

In models predicting private coverage, existing literature suggests that !! would 

be positive, indicating that more people would be covered because of the policy.  There is 

no predominant thought on whether !! would be positive or negative.  It could be 

positive indicating that young persons with disabilities would be more likely to take up 

coverage due to a greater value they place on the insurance.  Oppositely, it could be 

negative as people with disabilities are more entrenched in public programs and thus less 

likely to make changes in health coverage.  For models predicting uninsurance, the 

expected signs of coefficients would be flipped. 
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For estimates of labor supply, the conceptual model suggests that !! would be 

negative as the presence of the dependent coverage would suppress work hours.  For 

young adults with disabilities, !! could be either positive, negative, or zero.  A positive 

value for !! would indicate that the changes in labor supply associated with the 

interactions with the disability program benefits dominate the effects in the population.  

A !! of zero would indicate that individuals with disabilities are no more or less effected 

by the policy than those with no disabilities, despite the additional budget constraints.  A 

negative value of !! would indicate that while some people with disabilities may increase 

their labor supply, they are more likely to value leisure at levels where the dependent 

coverage expansion reduces labor supply. 
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Data 

To estimate the impact of the ACA dependent expansion on the health insurance 

coverage and labor force participation of young adults with disabilities, I use four years 

(2008-2011) of data from the ACS.  The ACS is a large, nationally representative 

household survey that samples about 250,000 addresses per month and includes a group 

quarters (GQ) sample that includes individuals living in college and university 

dormitories, workers’ groups housing, Job Corps centers, emergency and transitional 

shelters, and other non-household living situations.  From 2008 to 2010, the ACS has a 

sample size of approximately 4.5 million respondents.  In 2011, the Census Bureau 

expanded the sample to about 5.0 million respondents.  Altogether, the pooled four years 

of ACS data totals about 18.5 million respondents.  The 2008 through 2011 ACS data 

span the passage of the ACA and the implementation of dependent expansion provision 

with a sufficient post-implementation period to assess its impact on my target population. 

While the Census Bureau produces a public-use version of the ACS, I use the 

restricted-access data for two reasons.  First, the ACS Public-Use Microdata Sample 

(PUMS) has 33 percent fewer observations than the restricted file.  From the 4.5 to 5.0 

million observations in the full sample each year, the Census Bureau draws a one-percent 

sample of the United States (about 3.0 million observations) for the PUMS dataset.  Over 

the four years of data, using the PUMS files would reduce my available data by 6.6 

million records.  Because my analysis examines a relatively small population, having as 

large a sample as possible is necessary. 

Second and more importantly, the restricted access data contain several variables 

important to this analysis that are not available on the PUMS dataset.  For instance, 
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respondents from GQ units are identified on the PUMS data only as either institutional or 

noninstitutional, whereas on the restricted file I may identify respondents by their specific 

GQ type (e.g. college dormitory, etc.).  The restricted file also has a variable for the 

month of interview (for telephone and personal interview modes of collection) or month 

of receipt of the mail form (for the paper questionnaire mode of collection).  From this 

variable, I can classify whether respondents in the 2010 calendar year were surveyed 

before or after the month when the policy was implemented. 

 Table 1. Development of the Analysis Sample from the 2008-2011 ACS 
Samples 

Iterative Sample Selection N 

2008-2011 Restricted-access ACS Samples 18,495,944 

Drop if active duty military or living in 
institutions like prisons or nursing homes -488,954 

Drop if younger than 22 or older than 29 -16,408,529 

Drop if any health insurance coverage was 
imputed -124,802 

Drop if employment or hours worked were 
imputed -81,528 

Drop if interview month is September 2010 -28,420 

Final Analysis Sample 1,363,711 

 

Beginning with the full restricted access ACS dataset for 2008 through 2011, with 

a sample of 18,495,944, I first removed observations for respondents living in institutions 

like correctional facilities or nursing homes and those in the military, based on their GQ 



25 
 

type code or if they report “active duty” for their employment status (Table 1).  This 

process reduced the sample by 488,954 observations resulting in a sample of 18,006,990.  

This group is referred to as the civilian noninstitutionalized population and is the 

common universe for most health insurance, employment, and disability estimates 

produced by the Census Bureau, the Bureau of Labor Statistics (BLS), and the National 

Center for Health Statistics (NCHS).  Furthermore, it reflects the population of 

community-dwelling residents who would likely participate in local economies and who 

are the target of most federal, state, and local labor policies. 

Next, I reduced the sample to only those respondents who were between the ages 

of 22 and 29 years old, who provided information about their health insurance coverage, 

employment status, and typical number of hours worked.  Of the nearly 18 million 

observations in the civilian noninstitutionalized population, about 9 percent were between 

22 and 29.  This reduced the sample by 16,408,529 records.  Of those in this age group, 

124,802 had health insurance coverage imputed by the Census Bureau and an additional 

81,528 had employment or work hours imputed. These records with imputed information 

were dropped from the analysis sample.  Records with imputed information on the other 

topics were not dropped from the sample; indicators for their imputation status were 

added as controls in the regression model framework. 

Lastly, 28,420 records that were collected during the month of September 2010 

were dropped, as I could not distinguish which records were from before and after the 

September 23rd implementation date.  The final analysis dataset had 1,363,711 records.  

Because this analysis looks specifically at young people with disabilities, it is important 

to have an adequate sample size for this subgroup.  About 70,366 respondents, or 5.1 
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percent (weighted) of the analysis sample reported a disability.  Of the initial dataset, 

these young adults with disabilities make up less than 0.5 percent of the total population. 

 Since 2008, the ACS has collected information on the health insurance status of 

individuals including whether the source of insurance came from employer-sponsored, 

direct-purchased, Medicare, or Medicaid sources.  At the same time health insurance 

questions were added to the survey, the Census Bureau changed the set of disability and 

employment questions.  The new set of disability questions dropped the work disability 

question because it caused endogeneity problems with assessing employment trends for 

people with disabilities. The new set of disability questions had better response rates and 

better reliability scores according to the Census Bureau’s assessments (Brault, et al., 

2007).  The employment questions were changed to better align the ACS definitions of 

employment, unemployment, and labor force participation with BLS definitions used in 

the Current Population Survey (Holder & Raglin, 2007).  Because of these changes to the 

survey, I cannot extend my time series back to earlier years. 

The age of respondent is a key variable for determining eligibility under the 

dependent expansion.  The set of 22- to 25-year-olds are identified as the treatment group 

for the policy and the set of 26- to 29-year-olds are identified as the control group, 

unaffected by the policy’s implementation.  Because the ACS is a rolling sample, the age 

of respondent is determined at the date of interview.  For instance, a person born in the 

summer of 1984 and surveyed during the beginning of 2010 would be reported as 25 

years old in the data – a member of the treatment group, before the policy went into 

effect.  The same person interviewed at the end of 2010 would be 26 years old and be a 

member of the control group, after the policy’s implementation date.  Because health 
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insurance coverage, disability status, and employment status are all point-in-time 

measures, I chose to keep age consistent with these other key variables. 

 With its information on health insurance, employment status, disability, month of 

interview, and age of respondent, the ACS possesses the necessary information to 

estimate a DD analysis for the effect of the ACA dependent expansion on the population 

of young adults with disabilities.  In addition, the ACS also collects information on a 

number of other topics that may be correlated with changes in employment or insurance 

coverage differentially for younger and older people in their twenties.  This includes 

gender, race, Hispanic origin, citizenship, veteran status, marital status, parent status, 

educational attainment, school enrollment, poverty status, and living situation.  Failing to 

account for these characteristics would bias the estimate of the policy’s impact. 

 Lastly, all estimates of variances in this analysis utilize Fay’s balanced repeated 

replication method for calculating standard errors with a Fay coefficient ! = 0.5.  Using 

the Census Bureau provided replicate weights, variances of estimates were calculated by 

the following formulas: 

!"# ! =
(1− !)!!

! (!! − !!)!
!

 

where ! = !! is the estimate using the base weight and !! are the replicate estimates 

using each of the 80 replicate weights.  For regressions, the covariance matrix ! is 

estimated by: 

! ! =
(1− !)!!

! (!! − !)(!! − !)′
!
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This method takes into account the complex survey design of the ACS and is a better 

estimate of the true variance derived from this sample.  On average, variances derived 

using this method are about 1.4 to 1.6 times larger than variances derived from regular 

formulas that assume simple random sample (U.S. Census Bureau, 2009). 
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Descriptive Statistics 

At its most basic level, this analysis involves a comparison of younger and older 

individuals in their twenties.  The slightly older population (26-29) is very similar to the 

younger population (22-25) on some observable characteristics and but different in 

others. They have similar demographics (aside from age of course), however just a few 

years can change one’s social and economic situations.  As Table 2 shows, 26- to 29-

year-olds were more likely to be married, have a child, and be employed full-time. 

Similarly, they were less likely to be enrolled as undergraduates, live with their parents, 

and be employed part-time. But while the younger group has higher uninsurance than the 

older group, the trends in coverage tend to move in the same direction, as seen in Figure 

3.  For a valid difference-in-difference framework to identify a causal effect of the policy, 

only the trends in coverage between the treatment and control groups need to be similar 

during the period before implementation.   

Table 2.  Characteristics of treatment and control groups 

Characteristics Treatment 
(22-25) 

Control 
(26-29) 

Difference 

Female .507 .511 .004 
White alone or in combination (A.O.I.C.) .744 .744 .000 
Black A.O.I.C. .139 .129 -.010 
Asian A.O.I.C. .057 .063 .006 
Hispanic .194 .198 .004 
Foreign born .142 .175 .033 
Citizen .890 .867 -.033 
Veteran of U.S. Armed Forces .019 .032 .013 
Married .194 .397 .203 
Living in a Metro Area .854 .859 .005 
In school as an undergraduate .231 .096 -.135 
In school as a graduate student .058 .052 -.006 
Receiving food stamps/SNAP .159 .158 -.001 
Lives with parents .364 .195 -.161 
Has a child .190 .361 .171 
In poverty    
Employed full time .498 .638 .140 
Employed part time .210 .128 -.082 
Uninsured .328 .294 -.034 
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Figure 3.  Trends in percent uninsured by disability status 

 

While 26- to 29-year-olds may be a good counterfactual for 22- to 25-year-olds, 

individuals with disabilities are different from those with no disabilities in many ways 

(Appendix Table 1).  Compared to their nondisabled peers, young adults with disabilities 

were more likely to have government health coverage (42.7 percent), less likely to have 

private insurance (32.5 percent), less likely to work full-time (26.7 percent), and worked 

fewer hours on average (14.9 hours per week).  In addition, young people with 

disabilities were more likely to be male, have served in the military, be unmarried, less 

educated, more likely to live in poverty, and more likely to reside with their parents. 

The distribution of hours worked by people with disabilities were also different 

for individuals with disability as compared to those without disabilities.  Figure 4 shows 

that people with disabilities had a greater proportion of people with zero hours of work 

and much fewer with 40 or more hours of work.  From before the policy was 
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implemented to afterward, the cumulative distribution functions rises implying that part-

time work increased over the period while those working more than 40 hours did not 

change much.  The shifts appears to have come from those at the cutoff between full-time 

and part-time work. 

Figure 4.  Cumulative distribution of hours worked by disability status  
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Results 

Table 3 presents results from LPM regressions as predicted estimates of private 

coverage, holding covariates at their mean values.  The full-specification of the models 

and coefficients are shown in Appendix Table 2.  Under the basic model, which controls 

for only the imputation of age and disability status, private coverage for 22- to 25-year-

olds with disabilities increased 1.9 percentage points over the period from 32.9 percent to 

34.8 percent. The rates for 22- to 25-year-olds without disabilities were higher in 

Table 3. Changes in private health insurance coverage by disability status, modeled 
estimates 

  
Age 26-29 (Control) Age 22-25 (Treatment) DD 

Estimator Before After Diff Before After Diff 
Model 1 (Basic model)   

 
    

 
    

With a disability 32.32 29.72 -2.60 32.92 34.82 1.90 4.49*** 
  (0.38) (0.64) (0.74) (0.42) (0.61) (0.74) (1.05) 
No disability 63.44 61.24 -2.20 58.36 60.31 1.95 4.15*** 
  (0.09) (0.15) (0.18) (0.10) (0.15) (0.18) (0.24) 
Difference -31.12 -31.52 -0.40 -25.44 -25.50 -0.06 0.34 

  (0.37) (0.64) (0.75) (0.43) (0.63) (0.77) (1.06) 
    

 
    

 
    

Model 2 (w/ Controls)   
 

    
 

    
With a disability 49.18 48.29 -0.88 50.74 54.70 3.96 4.84*** 
  (0.32) (0.55) (0.62) (0.38) (0.51) (0.65) (0.87) 
No disability 59.37 58.50 -0.86 59.43 63.60 4.17 5.02*** 
  (0.08) (0.12) (0.15) (0.09) (0.12) (0.14) (0.22) 
Difference -10.19 -10.21 -0.02 -8.69 -8.90 -0.21 -0.19 

  (0.33) (0.56) (0.64) (0.38) (0.51) (0.66) (0.87) 
    

 
    

 
    

Model 3 (w/ Controls + 
State Dummies)   

 
    

 
    

With a disability 49.16 48.23 -0.93 50.60 54.45 3.86 4.79*** 
  (0.32) (0.54) (0.61) (0.38) (0.50) (0.64) (0.86) 
No disability 59.46 58.59 -0.88 59.35 63.50 4.15 5.03*** 
  (0.08) (0.12) (0.15) (0.09) (0.12) (0.14) (0.22) 
Difference -10.30 -10.35 -0.05 -8.75 -9.05 -0.30 -0.24 

  (0.33) (0.55) (0.63) (0.38) (0.51) (0.65) (0.86) 
*** p<0.01; ** p<0.05; * p<0.1 
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magnitude than the rates for those with disabilities, but the levels increased roughly the 

same over the implementation period from 58.4 percent to 60.3 percent.  Comparably, the 

private coverage rate decreased 2.6 percentage points for 26- to 29-year-olds with 

disabilities and 2.2 percentage points for those with no disability.  Using these 26- to 29-

year-olds as a counterfactual, the DD estimator was 4.5 percentage points for young 

people with a disability and 4.2 percentage points for those with no disability.  The two 

rates were not statistically different from each other. 

While the percentage point changes in private coverage because of the ACA 

expansion were not different for people with and without disabilities, the two groups do 

not have similar levels of private coverage and so they might still differentially affect the 

groups.  The 4.2 percentage point increase in coverage for people with no disability 

amounted to a 7.1 percent increase in coverage rate.  The 4.5 percentage point increase in 

coverage for those with disabilities amounted to a 13.6 percent increase in coverage rate.  

So while the percentage point changes were close in magnitude, their impact on coverage 

were not as similar. 

 Controlling for confounding factors, models 2 and 3 show the magnitude of the 

DD estimator increasing.  For young people with a disability, the expansion increased 

their private coverage by 4.8 percentage points while it increased by 5.0 percentage 

points for young people with no disability.  From model 3, which included controls and 

state fixed effects, the predicted levels of private coverage for young people with a 

disability increased from 50.6 percent to 54.5 percent in 22- to 25-year-olds while it 

decreased from 49.2 percent to 48.2 percent in 26- to 29-year old. 
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Table 4. Changes in uninsured rate by disability status, modeled estimates 

   
Age 26-29 (Control) Age 22-25 (Treatment) DD 

Estimator Before After Diff Before After Diff 
Model 1 (Basic model)   

 
    

 
    

With a disability 27.95 28.97 1.02 30.58 27.52 -3.06 -4.08*** 
  (0.35) (0.55) (0.63) (0.39) (0.60) (0.76) (0.99) 
No disability 29.06 30.15 1.09 33.94 31.02 -2.92 -4.01*** 
  (0.09) (0.14) (0.17) (0.09) (0.14) (0.17) (0.23) 
Difference -1.11 -1.18 -0.07 -3.36 -3.50 -0.14 0.08 

  (0.36) (0.54) (0.65) (0.42) (0.59) (0.77) (1.01) 
    

 
    

 
    

Model 2 (w/ Controls)   
 

    
 

    
With a disability 19.40 20.18 0.78 20.17 16.47 -3.70 -4.48*** 
  (0.36) (0.57) (0.65) (0.42) (0.56) (0.77) (1.01) 
No disability 32.02 32.71 0.69 32.39 28.54 -3.85 -4.54*** 
  (0.08) (0.12) (0.15) (0.09) (0.13) (0.15) (0.22) 
Difference -12.62 -12.53 0.09 -12.22 -12.07 0.14 0.06 

  (0.38) (0.57) (0.67) (0.45) (0.56) (0.78) (1.03) 
    

 
    

 
    

Model 3 (w/ Controls + 
State Dummies)   

 
    

 
    

With a disability 19.37 20.15 0.78 19.99 16.34 -3.65 -4.43*** 
  (0.36) (0.56) (0.65) (0.41) (0.56) (0.77) (1.01) 
No disability 32.10 32.80 0.70 32.34 28.43 -3.90 -4.59*** 
  (0.08) (0.12) (0.15) (0.09) (0.12) (0.14) (0.22) 
Difference -12.73 -12.64 0.08 -12.34 -12.09 0.25 0.17 

  (0.37) (0.56) (0.66) (0.44) (0.56) (0.78) (1.03) 
*** p<0.01; ** p<0.05; * p<0.1 

 

This net increase in private coverage was concurrent to similar decreases in the 

uninsured rate.  In the basic model, the uninsured rate dropped from 30.6 percent to 27.5 

percent for 22- to 25-year-olds with disabilities while it increased from 28.0 to 29.0 

percent for 26- to 29-year-olds with disabilities (Table 4).  The DD estimator of the 

policy on young people with disabilities was a 4.1 percentage point decrease.  For those 

without disabilities, the uninsured rates changed at roughly similar levels.  Rates for 22- 

to 25-year olds with no disability fell from 33.9 percent to 31.0 percent while rates for 

26- to 29-year-olds increased from 29.1 percent to 30.2 percent.  The DD estimator for 
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young people with no disability was a 4.0 percentage point decrease, not statistically 

different from the effect on those with disabilities. 

 Again, controlling for confounding factors increased the magnitude the of the 

policy’s effect on uninsured rates.  For young people with disabilities, the DD estimator 

was a decrease of 4.4 percentage points in the uninsured rate once controls and state fixed 

effects were added to the model.  The DD estimator for young people with no disability 

was a 4.6 percentage point drop in uninsurance.  

While the addition of controls in the private coverage models brought predicted 

levels of coverage among people with disabilities more inline with the levels for people 

without disabilities, the addition of controls highlighted differences in overall coverage 

between the two groups.  For instance, in the basic model for private coverage, the 

difference in coverage between 22- to 25-year-olds with and without disabilities at 

baseline was 25.4 percentage points.  After controls were added to the models, that 

difference shrank to 8.8 percentage points. Conversely, in the basic model for uninsured 

rates, the difference at baseline was 3.4 percentage points, but grew to 12.3 percentage 

points with the addition of controls to the model. 

Turning to the question of labor supply, Table 5 shows the predicted mean hours 

worked by disability status and the margins as determined from the regression models 

shown fully in Appendix Table 3.  It is evident that between the before- and after-

implementation periods, the mean hours worked for people with and without disabilities 

decreased.  22- to 25-year-olds with disabilities worked 1.78 fewer hours per week while  
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Table 5. Changes in mean hours worked per week by disability status, modeled 
estimates 

   
Age 26-29 (Control) Age 22-25 (Treatment) DD 

Estimator Before After Diff Before After Diff 
Model 1 (Basic model)   

 
    

 
    

With a disability 16.37 15.05 -1.32 14.47 12.70 -1.78 -0.45 
  (0.17) (0.22) (0.27) (0.14) (0.22) (0.28) (0.43) 
No disability 31.75 30.76 -0.99 27.05 25.45 -1.60 -0.61*** 
  (0.03) (0.05) (0.05) (0.03) (0.05) (0.06) (0.08) 
Difference -15.37 -15.71 -0.33 -12.58 -12.76 -0.18 0.16 

  (0.17) (0.22) (0.27) (0.15) (0.23) (0.30) (0.44) 
    

 
    

 
    

Model 2 (w/ Controls)   
 

    
 

    
With a disability 20.02 19.37 -0.66 20.15 19.32 -0.83 -0.17 
  (0.15) (0.19) (0.23) (0.14) (0.19) (0.26) (0.37) 
No disability 29.16 28.81 -0.35 28.60 28.11 -0.49 -0.13** 
  (0.03) (0.04) (0.05) (0.03) (0.05) (0.05) (0.06) 
Difference -9.14 -9.44 -0.30 -8.44 -8.79 -0.34 -0.04 

  (0.15) (0.19) (0.22) (0.14) (0.21) (0.27) (0.38) 
    

 
    

 
    

Model 3 (w/ Controls + 
State Dummies)   

 
    

 
    

With a disability 20.00 19.33 -0.66 20.24 19.41 -0.82 -0.16 
  (0.15) (0.19) (0.23) (0.14) (0.19) (0.26) (0.37) 
No disability 29.13 28.75 -0.38 28.64 28.15 -0.48 -0.11* 
  (0.02) (0.04) (0.05) (0.03) (0.05) (0.05) (0.06) 
Difference -9.13 -9.42 -0.29 -8.40 -8.74 -0.34 -0.05 

  (0.15) (0.19) (0.23) (0.14) (0.21) (0.28) (0.38) 
*** p<0.01; ** p<0.05; * p<0.1 
  

26- to 29-year-olds with disabilities worked 1.32 fewer hours per week.  The DD 

estimator for young people with a disability was a drop of 0.45 hours per week, however, 

this estimate was not significant at conventional levels.  For 22- to 25-year-olds without 

disabilities, mean hours dropped 1.60 hours per week, compared to a drop of 0.99 hours 

per week for 26- to 29-year-olds without disabilities.  This suggests that the policy 

reduced the labor supply of young people without disabilities by 0.61 hours per week, on 
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average.  The DD estimator for young people with disabilities was also not different than 

the estimate for those without disabilities. 

As controls and state fixed effects are added to the models, the magnitude of the 

effect on labor supply decreased for both young people with and without disabilities.  

After controlling for confounding factors, the difference in mean hours worked at 

baseline between 22- to 25-year-olds with and without disabilities reduced from 12.6 

hours to 8.4 hours. At the same time, the DD estimator for people with disabilities 

reduced to -0.16 hours per week and remained statistically insignificant, while the DD 

estimator for people without disabilities reduced to -0.11 hours per week and became 

statistically significant at the 90-percent confidence level, but not at the 95-percent level. 

 While overall average hours may show little movement, there may be particular 

activity at the full-time/part-time divide.  Table 6 shows predicted estimates of percent 

employed full-time.  In the basic model, 22- to 25-year-olds with and without disabilities 

both experienced declines of 4.8 percentage points in full-time employment between the 

before- and after-implementation periods.  Comparably, 26- to 29-year olds with a 

disability experienced a decline of 3.3 percentage points while 26- to 29-year olds with 

no disability experienced a decline of 3.0 percentage points.  The DD estimator for young 

people with a disability was -1.5 percentage points, representing a 6.1 percent decline in 

the full-time employment rate. This effect was significant at the 90-percent confidence 

level, but not at the 95-percent level.  The DD estimator for young people with no 

disability was -1.8 percentage points, representing a decrease of 3.4 percent in the full-

time employment rate for this group.  The effects of the policy in young people with and 

without disabilities were not statistically different from each other. 
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Table 6. Changes in percent employed full-time by disability status, modeled 
estimates 

   
Age 26-29 (Control) Age 22-25 (Treatment) DD 

Estimator Before After Diff Before After Diff 
Model 1 (Basic model)   

 
    

 
    

With a disability 30.56 27.31 -3.25 25.42 20.63 -4.79 -1.54* 
  (0.34) (0.47) (0.57) (0.32) (0.48) (0.61) (0.89) 
No disability 66.57 63.60 -2.97 52.76 48.00 -4.75 -1.78*** 
  (0.08) (0.13) (0.15) (0.09) (0.14) (0.16) (0.23) 
Difference -36.01 -36.29 -0.28 -27.34 -27.38 -0.04 0.24 

  (0.34) (0.50) (0.60) (0.34) (0.52) (0.66) (0.96) 
    

 
    

 
    

Model 2 (w/ Controls)   
 

    
 

    
With a disability 38.88 37.36 -1.52 39.67 37.35 -2.32 -0.80 
  (0.29) (0.43) (0.52) (0.30) (0.47) (0.57) (0.79) 
No disability 59.41 58.08 -1.33 57.33 55.45 -1.88 -0.55*** 
  (0.08) (0.12) (0.14) (0.07) (0.13) (0.14) (0.19) 
Difference -20.54 -20.72 -0.19 -17.66 -18.10 -0.44 -0.25 

  (0.29) (0.46) (0.54) (0.32) (0.51) (0.63) (0.86) 
    

 
    

 
    

Model 3 (w/ Controls + 
State Dummies)   

 
    

 
    

With a disability 38.80 37.28 -1.51 39.99 37.69 -2.29 -0.78 
  (0.29) (0.44) (0.53) (0.30) (0.47) (0.58) (0.80) 
No disability 59.27 57.87 -1.39 57.48 55.61 -1.87 -0.48** 
  (0.08) (0.12) (0.14) (0.07) (0.13) (0.14) (0.19) 
Difference -20.47 -20.59 -0.12 -17.49 -17.91 -0.42 -0.30 

  (0.29) (0.46) (0.55) (0.32) (0.51) (0.63) (0.86) 
*** p<0.01; ** p<0.05; * p<0.1 
 

Like with the mean hours worked per week, when controls were added to the 

model for full-time employment, the observed effect of the policy diminished to -0.5 

percentage points for young people without disabilities and -0.8 percentage points (not 

significant) for young people with disabilities. Modeling closed some of the gap in full-

time employment that existed between those with and without disabilities, from 27.3 

percentage points at baseline in the basic model to 17.5 percentage points at baseline in 

the model with controls and state fixed effects. 
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Discussion 

 Despite the theoretical basis for differences in the health insurance coverage and 

labor supply of people with and without disabilities, the data tell a different story.  Young 

people with disabilities enrolled as dependents on their parents’ plans at roughly the same 

rate as their non-disabled peers.  There is no evidence to suggest that these young people 

with disabilities value health insurance any more or less than people with no disabilities.  

Furthermore, the results do not show a strong finding of the policy’s effect on the labor 

supply of people with or without disabilities.  Mean hours worked fell slightly for young 

adults with no disabilities, but there was no evidence to suggest that mean hours for those 

with a disability were affected.  People without disabilities did experience a drop in full-

time employment while inefficiency prohibited any conclusions to be drawn from the 

estimates for those with disabilities. 

 The basis for the lack of differences in the policy’s effect on health insurance may 

reflect the types of disabilities that young people tend to report.  Unlike older people with 

disabilities, the young are more likely to have cognitive or mental disabilities related to 

difficulty concentrating, tied to the rise in Attention Deficit Hyperactivity Disorder 

(ADHD) (Akinbami, et al., 2011). An ADHD diagnosis may require regular medication, 

but it is not likely correlated with a greater risk for needing other medical services. 

Additionally, the measure of disability used in this survey does not capture other mental 

illnesses that are more commonplace in the population examined in this study.  

Depression and anxiety are likely prevalent in the young population, yet not captured in 

this survey and may not be correlated with increased medical risks. 
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 The populations of people with disabilities who are likely to experience greater 

risk for healthcare services have physical or developmental disabilities, which may result 

in secondary conditions and potential hospitalization from disease mismanagement.  

These types of disabilities are not very prevalent in the young population, so identifying 

any gains in coverage in this group may be offset by problems with efficiency.  Even in a 

large-scale survey like the ACS, the sheer paucity of observations of young people with 

serious physical or developmental disabilities is problematic for identifying a differential 

effect. 

 Furthermore, obtaining insurance through a parent’s private group plan puts 

individuals with and without disabilities in similar risk pools.  Group coverage tends not 

to assign premiums based on individual or family risk levels, but rather the overall risk of 

the group (employer) purchasing the plan. Hence, the cost of insurance is the same for 

individuals with high and low medical needs.  Since the parents of young people with and 

without disabilities likely have similar propensity for private coverage, the impact on the 

coverage of their children would be the same. 

 The findings in labor supply are more interesting, however.  Past research has 

shown that dependent care expansions decrease labor supply upwards of 1.9 hours per 

week (Hulbert, 2012; Depew, 2012). My study shows a much smaller effect.  The ACS is 

not primarily a labor force survey, but the questions on labor force were modeled after 

the Current Population Survey (CPS) questionnaire (Holder & Raglin, 2007).  One 

difference is the timeframe for which the questions on hours worked are asked.  Instead 

of asking about the number of hours work last week – like the question in the CPS – the 

ACS asks “how many hours did … usually work each week?”.  Small changes in work 
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hours, such as reducing by only a few hours per week, may not register with a respondent 

such that they report a lower “usual” number.  For instance, someone who usually works 

20 hours per week and he reduces his hours to 19 hours, he may still report 20 hours as 

his usual time. Over time, if he continues to work 19 hours, he may then change the hours 

he would report to the lower number.  This kind of measurement error causes an 

attenuation bias, reducing the observed effect of the policy. 

 The differences in the labor supply between young people with and without 

disabilities may also not be apparent due to the summation of effects at play.  If people 

with disabilities experience greater declines in hours near the full-time/part-time divide 

while simultaneously experiencing increases in hours near the bottom of the hours 

distribution due to the policy’s interaction with social insurance programs, then the net 

result could be an undetectable change in hours worked.  This may be supported by the 

larger magnitude of the policy’s effect on full-time employment in the models with 

controls, although the efficiency of the estimate prohibits drawing any concrete 

conclusions. 

 The effect of policy on the labor supply of those with disabilities may not yet be 

realized fully.  The Social Security Disability Insurance program has about a two-year 

backlog and individuals must have been on the rolls for 24 months before being eligible 

for Medicare.  The amount of time and effort needed to obtain a positive disability 

determination makes terminating an active application unlikely. Until the group of 

applicants that began the process prior to implementation clear, it may be unlikely to see 

the impact of the dependent expansion interact with the Medicare and Medicaid 

programs.  
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Appendix Tables 
 

Appendix Table 1. Descriptive statistics by disability status 

Characteristic 
Total With a disability No disability 

Mean1 SE2 Mean1 SE2 Mean1 SE2 
Total Analysis Population (U.S. Civilian Non-
institutionalized Population 22-29 Years in 2008-2011) 1.0000 (x) 1.0000 (x) 1.0000 (x) 

N= 1,363,711 70,366 1,293,345 
KEY INDEPENDENT VARIABLES             

Has a disability 0.0509 0.0003 1.0000 (x) 0.0000 (x) 
Age 22 to 25 (Treatment group) 0.4944 0.0005 0.4902 0.0026 0.4946 0.0005 
After policy implementation month (9/2010) 0.3188 0.0003 0.3163 0.0023 0.3189 0.0003 

KEY DEPEDENT VARIABLES             
With no health insurance 0.3107 0.0005 0.2892 0.0020 0.3119 0.0005 
With private health insurance 0.5944 0.0006 0.3247 0.0023 0.6089 0.0006 
With government health insurance 0.1019 0.0004 0.4267 0.0024 0.0844 0.0003 
Employed full-time 0.5689 0.0005 0.2669 0.0018 0.5851 0.0005 
Employed part-time 0.1683 0.0004 0.1587 0.0017 0.1688 0.0004 
Hours per week 28.30 0.02 14.91 0.09 29.01 0.02 

CONTROLS             
Age 25.5301 0.0022 25.5500 0.0106 25.5290 0.0023 
Female 0.5087 0.0003 0.4644 0.0024 0.5111 0.0003 
White alone or in combination (A.O.I.C.) 0.7444 0.0003 0.7519 0.0018 0.7440 0.0004 
Black A.O.I.C. 0.1338 0.0003 0.1746 0.0019 0.1316 0.0003 
Asian A.O.I.C. 0.0597 0.0001 0.0272 0.0007 0.0615 0.0002 
Hispanic 0.1959 0.0002 0.1528 0.0019 0.1982 0.0003 
Foreign Born 0.1583 0.0004 0.0635 0.0012 0.1634 0.0004 
Is a U.S. citizen 0.8781 0.0004 0.9564 0.0010 0.8739 0.0004 
Is a veteran of the U.S. Armed Forces 0.0256 0.0002 0.0409 0.0010 0.0248 0.0002 
Is currently married 0.2966 0.0006 0.1808 0.0017 0.3028 0.0006 
Has never been married 0.6541 0.0006 0.7417 0.0020 0.6494 0.0006 
Living in a metropolitan area  0.8565 0.0003 0.7989 0.0020 0.8596 0.0003 
Enrolled in public school/university 0.1689 0.0004 0.1243 0.0013 0.1713 0.0004 
Enrolled in private school/university 0.0544 0.0002 0.0322 0.0008 0.0555 0.0002 
Enrolled as an undergraduate student 0.1631 0.0003 0.1257 0.0015 0.1651 0.0004 
Enrolled as a graduate student 0.0550 0.0003 0.0178 0.0006 0.0570 0.0003 
Educational attainment             

With less than a high school diploma 0.1136 0.0004 0.2263 0.0018 0.1076 0.0004 
High school diploma or equivalent 0.2465 0.0004 0.3754 0.0023 0.2396 0.0004 
Some college/Associate's degree 0.3604 0.0005 0.3144 0.0024 0.3628 0.0005 
With a Bachelor's degree or higher 0.2795 0.0005 0.0839 0.0012 0.2900 0.0005 

Income to Poverty Ratio             
Below 100% Federal Poverty Level (FPL) 0.1781 0.0004 0.3113 0.0020 0.1710 0.0004 
100% to 138% FPL 0.0786 0.0003 0.1051 0.0014 0.0771 0.0003 
139% to 199% FPL 0.1225 0.0004 0.1324 0.0015 0.1220 0.0004 
200% to 299% FPL 0.1812 0.0004 0.1590 0.0015 0.1824 0.0005 
300% to 399% FPL 0.1405 0.0005 0.1037 0.0014 0.1424 0.0005 
400% FPL or above 0.2935 0.0004 0.1838 0.0016 0.2993 0.0005 

Living in college/university dormitories (poverty 
undefined) 0.0056 0.0001 0.0048 0.0003 0.0057 0.0001 
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Appendix Table 1 (continued) 

Characteristic 
Total With a disability No disability 

Mean1 SE2 Mean1 SE2 Mean1 SE2 

Living in group quarters 0.0096 0.0001 0.0317 0.0007 0.0085 0.0001 
Received SNAP/Food Stamps 0.1586 0.0004 0.3583 0.0022 0.1479 0.0004 
Lives in residence with own parent(s) 0.2783 0.0006 0.4090 0.0024 0.2712 0.0006 
Lives in residence with own child(ren) 0.2764 0.0005 0.2443 0.0021 0.2782 0.0005 
Is eligible for dependent coverage under state law 0.1499 0.0004 0.2351 0.0022 0.1453 0.0004 
Disability Status imputed 0.0065 0.0001 0.0029 0.0002 0.0067 0.0001 
Age imputed 0.0088 0.0001 0.0046 0.0003 0.0091 0.0001 

1 Means are calculated using population weights. 
2 These standard errors take into account the complex sample design of the ACS by utilizing replication-based variance estimation. 
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Appendix Table 2. Regression Output for Health Insurance Coverage Models 

 Dependent Variables: Private Health Insurance Coverage Uninsured 
Independent variables                       Model #: 1 2 3 4 5 6 

        
Treatment x After 0.0415*** 0.0502*** 0.0503*** -0.0401*** -0.0454*** -0.0459*** 
 (0.0024) (0.0022) (0.0022) (0.0023) (0.0022) (0.0022) 
       
Disability x Treatment x After 0.0034 -0.0019 -0.0024 -0.0008 0.0006 0.0016 
 (0.0106) (0.0087) (0.0086) (0.0101) (0.0103) (0.0103) 
       
Disability -0.3112*** -0.1009*** -0.1024*** -0.0111*** -0.1269*** -0.1278*** 
 (0.0037) (0.0033) (0.0033) (0.0036) (0.0038) (0.0037) 
Treatment (Age 22-25) -0.0508*** -0.0193*** -0.0193*** 0.0488*** 0.0180*** 0.0177*** 
 (0.0013) (0.0022) (0.0023) (0.0013) (0.0023) (0.0023) 
Disability x Treatment 0.0568*** 0.0145*** 0.0151*** -0.0225*** 0.0044 0.0041 
 (0.0060) (0.0048) (0.0048) (0.0058) (0.0060) (0.0060) 
After (10/10-12/11) -0.0220*** -0.0085*** 0.0063*** 0.0109*** 0.0069*** -0.0050** 
 (0.0018) (0.0015) (0.0020) (0.0017) (0.0015) (0.0020) 
Disability x After -0.0040 -0.0002 -0.0004 -0.0007 0.0009 0.0007 
 (0.0075) (0.0064) (0.0063) (0.0065) (0.0067) (0.0066) 
       
Age trend (linear)  -0.0054*** -0.0049***  0.0039*** 0.0041*** 
  (0.0004) (0.0004)  (0.0004) (0.0004) 
Female  0.0092*** 0.0098***  -0.0636*** -0.0628*** 
  (0.0007) (0.0007)  (0.0008) (0.0007) 
White  0.0228*** 0.0231***  -0.0123*** -0.0181*** 
  (0.0019) (0.0019)  (0.0019) (0.0020) 
Black  -0.0300*** -0.0277***  0.0187*** 0.0031 
  (0.0023) (0.0024)  (0.0027) (0.0028) 
Asian  0.0520*** 0.0524***  -0.0659*** -0.0642*** 
  (0.0027) (0.0027)  (0.0029) (0.0029) 
Hispanic  -0.0714*** -0.0599***  0.0815*** 0.0701*** 
  (0.0015) (0.0017)  (0.0015) (0.0015) 
Foreign Born  -0.0556*** -0.0510***  0.0509*** 0.0556*** 
  (0.0024) (0.0023)  (0.0025) (0.0025) 
Is a U.S. Citizen  0.0841*** 0.0873***  -0.1357*** -0.1345*** 
  (0.0028) (0.0028)  (0.0029) (0.0028) 
Is a veteran of the U.S. Military  0.0006 0.0004  0.0319*** 0.0293*** 
  (0.0030) (0.0030)  (0.0031) (0.0030) 
Is currently married  0.0764*** 0.0753***  -0.0514*** -0.0486*** 
  (0.0021) (0.0021)  (0.0025) (0.0025) 
Has never been married  0.0213*** 0.0204***  -0.0256*** -0.0150*** 
  (0.0020) (0.0020)  (0.0026) (0.0025) 
Lives in a metropolitan area  0.0164*** 0.0233***  -0.0247*** -0.0203*** 
  (0.0013) (0.0014)  (0.0012) (0.0014) 
Lives in a group quarters  -0.0877*** -0.0851***  -0.1026*** -0.0902*** 
  (0.0075) (0.0074)  (0.0101) (0.0099) 
Receives Food Stamps  -0.2219*** -0.2208***  -0.0087*** -0.0073*** 
  (0.0014) (0.0014)  (0.0018) (0.0018) 
Lives with parents  -0.1485*** -0.1484***  0.1248*** 0.1212*** 
  (0.0014) (0.0014)  (0.0015) (0.0015) 
Lives with own child  0.0351*** 0.0339***  -0.1118*** -0.1118*** 
  (0.0013) (0.0013)  (0.0012) (0.0012) 
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Appendix Table 2. (Continued) 

 Dependent Variables: Private Health Insurance Coverage Uninsured 
Independent variables                       Model #: 1 2 3 4 5 6 

       
Eligible for dependent coverage under state policy  0.0598*** 0.0688***  -0.0678*** -0.0604*** 
  (0.0016) (0.0017)  (0.0017) (0.0018) 

Lives in college dormitories (poverty not defined)  0.3699*** 0.3623***  -0.1022*** -0.1070*** 
 (0.0091) (0.0090)  (0.0118) (0.0115) 

Attends a public school/college  0.0352*** 0.0339***  -0.0998*** -0.0964*** 
  (0.0057) (0.0057)  (0.0076) (0.0074) 
Attends a private school/college  0.0464*** 0.0445***  -0.1125*** -0.0973*** 
  (0.0061) (0.0061)  (0.0076) (0.0074) 
Is an undergraduate student  0.0148** 0.0149**  0.0602*** 0.0521*** 
  (0.0057) (0.0057)  (0.0076) (0.0074) 
Is a graduate student  0.0453*** 0.0453***  0.0359*** 0.0282*** 
  (0.0060) (0.0060)  (0.0076) (0.0075) 
Educational Attainment 
omitted: With less than a H.S. diploma 

      

  High school diploma or equivalent  0.1041*** 0.1052***  -0.0844*** -0.0832*** 
  (0.0018) (0.0018)  (0.0020) (0.0020) 
  Some college/Associate's degree  0.2063*** 0.2074***  -0.1628*** -0.1608*** 
  (0.0016) (0.0016)  (0.0018) (0.0018) 
  With a Bachelor's degree or higher  0.3361*** 0.3376***  -0.2753*** -0.2704*** 
  (0.0019) (0.0019)  (0.0021) (0.0020) 
Income to Poverty Ratio 
omitted: Under 100% Federal Poverty Level (FPL) 

      

  100% to 138% FPL  0.0490*** 0.0495***  0.0118*** 0.0117*** 
  (0.0022) (0.0022)  (0.0025) (0.0024) 
  139% to 199% FPL  0.1278*** 0.1282***  -0.0407*** -0.0401*** 
  (0.0020) (0.0020)  (0.0020) (0.0020) 
  200% to 299% FPL  0.2370*** 0.2369***  -0.1356*** -0.1328*** 
  (0.0019) (0.0018)  (0.0020) (0.0019) 
  300% to 399% FPL  0.3128*** 0.3125***  -0.2061*** -0.2019*** 
  (0.0022) (0.0022)  (0.0022) (0.0022) 
  400% FPL or above  0.3744*** 0.3744***  -0.2696*** -0.2621*** 
  (0.0020) (0.0020)  (0.0020) (0.0020) 
       State Dummies N N Y N N Y 
       
Linear time trend 
(Year-Quarter) 

  -0.0018***   0.0015*** 
  (0.0002)   (0.0002) 

Age Imputed 0.0145** 0.0235*** 0.0243*** 0.0337*** -0.0126*** -0.0115** 
 (0.0060) (0.0050) (0.0051) (0.0056) (0.0047) (0.0048) 
Disability Imputed 0.0572*** 0.0171*** 0.0168*** -0.0554*** -0.0228*** -0.0230*** 
 (0.0054) (0.0042) (0.0043) (0.0046) (0.0043) (0.0043) 
Constant 0.6339*** 0.2509*** 0.2856*** 0.2907*** 0.7189*** 0.7002*** 
 (0.0009) (0.0122) (0.0133) (0.0009) (0.0117) (0.0135) 
       
Observations 1,363,711 1,363,711 1,363,711 1,363,711 1,363,711 1,363,711 
R-squared 0.0181 0.3451 0.3477 0.0022 0.2052 0.2148 

The standard errors (shown here in parentheses) take into account the complex sample design of the ACS by utilizing replication-based variance estimation. 
*** p<0.01, ** p<0.05, * p<0.1 
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Appendix Table 3. Regression Output for Labor Supply Models 

 Dependent Variables: Hours worked per week Full-time employment 
Independent variables                       Model #: 1 2 3 4 5 6 

              
Treatment x After -0.6108*** -0.1296** -0.1031 -0.0178*** -0.0054*** -0.0047** 
 (0.0795) (0.0642) (0.0633) (0.0023) (0.0019) (0.0019) 
       
Disability x Treatment x After 0.1561 -0.0419 -0.0527 0.0024 -0.0026 -0.0030 
 (0.4447) (0.3812) (0.3806) (0.0096) (0.0085) (0.0086) 
       
Disability -15.3750*** -9.1848*** -9.2083*** -0.3601*** -0.2069*** -0.2071*** 

 
(0.1743) (0.1474) (0.1492) (0.0034) (0.0029) (0.0029) 

Treatment (Age 22-25) -4.6908*** 0.3848*** 0.4015*** -0.1381*** 0.0117*** 0.0122*** 

 
(0.0466) (0.0827) (0.0813) (0.0012) (0.0021) (0.0021) 

Disability x Treatment 2.7910*** 0.7181*** 0.7567*** 0.0867*** 0.0296*** 0.0307*** 

 
(0.2409) (0.2046) (0.2060) (0.0050) (0.0043) (0.0043) 

After (10/10-12/11) -0.9896*** -0.3603*** 1.4098*** -0.0297*** -0.0135*** 0.0322*** 

 
(0.0547) (0.0495) (0.0621) (0.0015) (0.0014) (0.0016) 

Disability x After -0.3315 -0.3033 -0.2667 -0.0028 -0.0018 -0.0007 

 
(0.2704) (0.2241) (0.2274) (0.0060) (0.0054) (0.0055) 

       Age (linear) 
 

0.2559*** 0.2441*** 
 

0.0088*** 0.0082*** 

  
(0.0172) (0.0168) 

 
(0.0004) (0.0004) 

Female 
 

-4.8643*** -4.8410*** 
 

-0.1103*** -0.1100*** 

  
(0.0377) (0.0379) 

 
(0.0010) (0.0010) 

White 
 

0.1979*** -0.0110 
 

-0.0044** -0.0101*** 

  
(0.0701) (0.0715) 

 
(0.0018) (0.0018) 

Black 
 

-0.7611*** -1.0876*** 
 

-0.0001 -0.0110*** 

  
(0.0875) (0.0898) 

 
(0.0023) (0.0023) 

Asian 
 

-3.2524*** -2.6498*** 
 

-0.0734*** -0.0567*** 

  
(0.0958) (0.0971) 

 
(0.0021) (0.0022) 

Hispanic 
 

1.5589*** 2.1556*** 
 

0.0519*** 0.0668*** 

  
(0.0505) (0.0547) 

 
(0.0014) (0.0015) 

Foreign Born 
 

1.4101*** 1.5253*** 
 

0.0385*** 0.0397*** 

  
(0.1008) (0.1019) 

 
(0.0027) (0.0027) 

Is a U.S. Citizen 
 

2.2363*** 2.3343*** 
 

0.0494*** 0.0514*** 

  
(0.1109) (0.1106) 

 
(0.0030) (0.0029) 

Is a veteran of the U.S. Military 
 

-0.1473 -0.1804 
 

0.0021 0.0008 

  
(0.1179) (0.1170) 

 
(0.0026) (0.0026) 

Is currently married 
 

-6.0413*** -5.9208*** 
 

-0.1389*** -0.1349*** 

  
(0.0744) (0.0748) 

 
(0.0021) (0.0020) 

Has never been married 
 

-1.2036*** -0.9502*** 
 

-0.0287*** -0.0213*** 

  
(0.0758) (0.0755) 

 
(0.0021) (0.0021) 

Lives in a metropolitan area 
 

-0.9572*** -0.3862*** 
 

-0.0199*** -0.0072*** 

  
(0.0550) (0.0566) 

 
(0.0013) (0.0014) 

Lives in a group quarters 
 

-5.8394*** -5.6299*** 
 

-0.1248*** -0.1195*** 

  
(0.4180) (0.4183) 

 
(0.0083) (0.0083) 

Receives Food Stamps 
 

-2.9606*** -2.9498*** 
 

-0.0657*** -0.0656*** 

  
(0.0651) (0.0647) 

 
(0.0016) (0.0016) 

Lives with parents 
 

-9.7716*** -9.2702*** 
 

-0.2294*** -0.2149*** 

  
(0.0501) (0.0501) 

 
(0.0012) (0.0013) 

Lives with own child 
 

0.5340*** 0.4349*** 
 

0.0153*** 0.0128*** 

  
(0.0493) (0.0490) 

 
(0.0012) (0.0012) 
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Appendix Table 3. (Continued) 

  Hours worked per week Full-time employment 
VARIABLES 1 2 3 4 5 6 
Eligible for dependent coverage under state policy 

 
-3.4749*** -4.6089*** 

 
-0.1166*** -0.1537*** 

  
(0.0661) (0.0710) 

 
(0.0017) (0.0018) 

Lives in college dormitories (poverty not defined) 
 

4.3665*** 4.2298*** 
 

0.1190*** 0.1166*** 

  
(0.4440) (0.4432) 

 
(0.0092) (0.0092) 

Attends a public school/college 
 

-4.9369*** -4.6418*** 
 

-0.1132*** -0.1037*** 

  
(0.2553) (0.2569) 

 
(0.0063) (0.0064) 

Attends a private school/college 
 

-6.1199*** -5.8356*** 
 

-0.1127*** -0.1045*** 

  
(0.2768) (0.2804) 

 
(0.0068) (0.0069) 

Is an undergraduate student 
 

-1.7867*** -1.8541*** 
 

-0.1044*** -0.1063*** 

  
(0.2535) (0.2563) 

 
(0.0061) (0.0062) 

Is a graduate student 
 

-1.9226*** -2.1293*** 
 

-0.0900*** -0.0961*** 

  
(0.2658) (0.2693) 

 
(0.0066) (0.0067) 

Educational Attainment 
omitted: With less than a H.S. diploma 

        High school diploma or equivalent 
 

2.2084*** 2.2279*** 
 

0.0471*** 0.0475*** 

  
(0.0837) (0.0824) 

 
(0.0022) (0.0021) 

  Some college/Associate's degree 
 

4.3100*** 4.3973*** 
 

0.0829*** 0.0856*** 

  
(0.0758) (0.0757) 

 
(0.0020) (0.0020) 

  With a Bachelor's degree or higher 
 

6.2308*** 6.2680*** 
 

0.1363*** 0.1370*** 

  
(0.0852) (0.0852) 

 
(0.0021) (0.0021) 

Income to Poverty Ratio 
omitted: Under 100% Federal Poverty Level (FPL) 

        100% to 138% FPL 
 

10.0109*** 9.9688*** 
 

0.2258*** 0.2245*** 

  
(0.0839) (0.0837) 

 
(0.0021) (0.0021) 

  139% to 199% FPL 
 

12.7947*** 12.7141*** 
 

0.3183*** 0.3159*** 

  
(0.0775) (0.0773) 

 
(0.0018) (0.0018) 

  200% to 299% FPL 
 

15.6742*** 15.5735*** 
 

0.4019*** 0.3988*** 

  
(0.0668) (0.0683) 

 
(0.0016) (0.0016) 

  300% to 399% FPL 
 

18.0132*** 17.9018*** 
 

0.4599*** 0.4564*** 

  
(0.0835) (0.0839) 

 
(0.0020) (0.0020) 

  400% FPL or above 
 

20.2735*** 20.2273*** 
 

0.5046*** 0.5024*** 

  
(0.0714) (0.0721) 

 
(0.0018) (0.0018) 

       State Dummies N N Y N N Y 

       
Linear time trend 
(Year-Quarter)   

-0.2217*** 
  

-0.0057*** 

  
(0.0067) 

  
(0.0001) 

Age Imputed 9.4447*** 6.5113*** 6.5602*** 0.2049*** 0.1291*** 0.1299*** 

 
(0.1370) (0.1387) (0.1391) (0.0050) (0.0043) (0.0043) 

Disability Imputed 0.1367 0.2769 0.1713 -0.0055 0.0004 -0.0028 

 
(0.1991) (0.1730) (0.1715) (0.0050) (0.0041) (0.0041) 

Constant 31.6612*** 13.2808*** 13.9097*** 0.6639*** 0.1476*** 0.1800*** 

 
(0.0281) (0.5180) (0.5467) (0.0008) (0.0134) (0.0141) 

       Observations 1,363,711 1,363,711 1,363,711 1,363,711 1,363,711 1,363,711 
R-squared 0.0440 0.2882 0.2936 0.0431 0.2822 0.2883 
The standard errors (shown here in parentheses) take into account the complex sample design of the ACS by utilizing replication-based variance estimation. 
*** p<0.01, ** p<0.05, * p<0.1 
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