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Introduction


The Employer Shared Responsibility Provision (ESRP) of the Affordable Care Act (ACA) imposes penalties on employers that do not provide affordable insurance to their full-time employees if any of those employees receive subsidies for Marketplace coverage.  These provisions were originally set to take effect in 2014, but were delayed until 2015 for large employers with 100 or more full-time equivalent employees (FTEs) and until 2016 for medium-sized employers with 50-99 FTEs. In this paper, we investigate the impact of the ESRP on medium-sized employers’ health insurance decisions using newly available employer data from the Medical Expenditure Panel Survey–Insurance Component (MEPS-IC) longitudinal survey.  We supplement these analyses using data from the larger, annual cross-sectional MEPS-IC.
 A number of recent papers have analyzed household survey data to examine trends in employer-sponsored insurance (ESI) or the labor market after the implementation of the ACA or have examined ESI trends using employer-level data, generally finding little change in the post-ACA period.  To the best of our knowledge, our paper is the first to use employer-level data to examine the effect of the ESRP on medium-sized employers’ insurance-related decisions. We evaluate these decisions by estimating multivariate difference-in-difference models, with employers with 25 to 49 FTEs and 100 to 125 FTEs serving as control groups for our treatment group of medium-sized employers. 
We begin by analyzing changes in rates of gaining offers of coverage (among non-offering establishments), changes in rates of dropping coverage (among offering establishments) and the net effect of these changes on offer rates for all establishments.  Next, we subset to offering establishments and examine changes in eligibility rates (# eligible workers/# workers) and two components of these rates: 1) the number of hours per week that employees are required to work to be eligible for insurance and 2)the percentage of employees at the establishment working fewer than 30 hours per week.  We also examine changes in take-up rates (# enrolled workers/# eligible workers), which reflect a combination of decisions made by employers (with respect to out-of-pocket premiums and benefits) as well as workers.  Finally, we examine changes in coverage rates (# enrolled/# workers), which reflect the combined changes in eligibility and take-up rates.  

Details of the ESRP[footnoteRef:1] [1:  Information obtained from https://www.irs.gov/affordable-care-act/employers/employer-shared-responsibility-provisions] 

Employers subject to the ESRP are called Applicable Large Employers or ALEs.  Whether or not they are considered an ALE depends on the size of their workforce in the prior calendar year. If ALEs do not offer their full-time employees and dependents “affordable” coverage (the employee contribution for single coverage does not exceed 9.56% of the worker’s income) that provides “minimum value” (a plan with an actuarial value of at least 60% that substantially covers hospital and physician services) they potentially face an ESRP payment.
 There are two types of payments an ALE may face. The first type would occur if the employer did not offer coverage, as described above, to at least 95 percent of its full-time employees (70 percent in 2015) and one or more of its full-time employee received subsidized Marketplace coverage.  In this case, the employer would pay $2,320 (in 2018) for each full-time employee (minus the first 30 employees).[footnoteRef:2] The second type of payment would occur if the employer met the requirements of offering coverage but one or more employees received subsidized Marketplace coverage.[footnoteRef:3]  In this case, ALEs would pay the lesser of the first payment type or $3,480 (in 2018) for each full-time employee who received subsidized Marketplace coverage.  [2:  The employer shared responsibility provisions provide for an inflation adjustment beginning in calendar years after 2014.]  [3:  This could occur if single coverage was unaffordable for one or more employees. ] 

Previous Literature
[bookmark: _GoBack]In the absence of ESRP payments, prior authors have expressed concerns that the ACA would lead employers either to drop coverage or to increase premium contributions for their employees.  These incentives arise due to the increased availability of additional coverage sources for their workers, such as subsidized Marketplace coverage and expansions in Medicaid eligibility in states that chose to participate.  As one example, since employees who are offered insurance cannot access subsidized Marketplace coverage unless their premium contribution is not considered “affordable”, employers may have an incentive to increase employee premium contributions to unaffordable levels for their lower-income workers.  Alternatively, if a sufficient number of their workers are in this situation they may consider dropping coverage.  When making such decisions, employers would need to consider a number of factors, including: premium savings from subsidized coverage for workers as well as for themselves (from Marketplace coverage or from ESI tax subsidies), potential ESRP payments, workers’ preferences, any payments workers would need to make due to the individual mandate, workers’ household income and labor market conditions.
In the period following the passage of the ACA in 2010 and prior to the implementation of many of its provisions in 2014, a number of researchers hypothesized about how the many incentives arising from ACA provisions would affect the ESI landscape.  These studies had a variety of predictions, ranging from little change (see for example, Blumberg, Buettgens, Feder, Holahan, 2011) to large, negative consequences for ESI and the labor market (see for example, Holtz-Eakin and Smith, 2010). Organizations with simulation models, such as the CBO, RAND, the Urban Institute, the Lewin Group and the Center for Medicare and Medicaid Services, also produced predictions based on simulation models, generally forecasting little change in the number of individuals covered by ESI (see Buchmueller, Carey and Levy, 2013 for a summary of these predictions).
Recent research using household data on ESI in 2014 and beyond has also shown little effect of the ACA on rates of ESI coverage (Blavin, et al. 2015a and 2015b and Shartzer, 2018) and employer-level data  have generally shown trends that have been in line with those observed in the pre-ACA period (Abraham, Royalty and Drake, 2016).
However, data from the MEPS-IC did show statistically significant increases in enrollee-weighted offer rates for medium-sized and large employers in the first year the ESRP was implemented (MEPS-IC Chartbook, 2016). In addition, Abramowitz and O’Hara analyzed CPS data on offer rates in 2014 and 2015 and found that offer rates increased in that period. While they did not explicitly perform a multivariate difference-in-difference analysis, they noted that there was no difference by firm size in their descriptive estimates of changes in offer or eligibility rates for workers in firms affected by the implementation of the ESRP in 2015 and those in smaller firms.
While increases in offer rates might be considered one of the more direct, possible effects of the ESRP, changes in eligibility rates might also have occurred, although a priori, the direction of the effect of the ESRP on eligibility rates is ambiguous.  For example, employers who had required employees to work more than 30 hours to qualify for health insurance coverage, may have lowered this requirement in response to the provision. In addition, employers could have changed their waiting periods for new employees to be eligible for coverage or altered the percentage of workers eligible for coverage by changing the number of employees working fewer than 30 hours per week.
So far, researchers investigating the effect of the ACA on part-time work have not found evidence consistent with the ESRP leading to an increase in part-time workers.  Any observed increases have been attributed to voluntary changes in part-time work on the part of individuals rather than involuntary changes imposed by employers (see for example, Moriya et al., 2016, Gooptu et al., 2014, and Garrett and Kaestner, 2017).  Also, Abramowitz and O’Hara did not find any differences in changes in eligibility rates by firm size in their analysis of 2014-2015 CPS data.
As discussed above, incentives in the ACA may lead employers to alter employee premium contributions, but employers can also change benefits such as deductible levels or provider networks to affect worker take-up.[footnoteRef:4] While Abramowitz and O’Hara (2016) found a decrease in take-up rates between 2014 and 2015, they again found no differences by firm size groups associated with the implementation of the ESRP in 2015. Blavin et al. (2015a and 2015b) and Shartzer (2018) did not find any statistically significant changes in take-up rates in the post-2014 period. [4:  Changes in premiums and cost sharing are subject to the constraint that carriers must comply with medical loss ratio (MLR) rules that require them to spend at least 80 percent of premiums (85 percent for large group plans) on medical expenses.] 


Data and Methods
We use two data sources in our analyses. The first source is the MEPS-IC longitudinal survey, which was fielded between 2013 and 2016 by the Agency for Health Care Research and Quality (AHRQ) and the US Census Bureau, with sponsorship from the Assistant Secretary for Policy and Evaluation at the Department of Health and Human Services.  The samples for the longitudinal surveys were drawn from the 2013 through 2015 annual MEPS-IC samples and employers selected were then re-interviewed in the following year. While the 2013-2014 longitudinal sample only included employers with 50 or fewer employees, the 2014-2015 sample included employers with 100 or fewer employees and the 2015-2016 survey included employers of all sizes. Since the 2014-2015 and 2015-2016 panels of the MEPS-IC longitudinal survey both contain data on establishments in our treatment group (firms with 50-99 employees) and our control group (firms with 25 to 49), we are able to estimate difference-in-difference models with the longitudinal data, comparing changes in the period 2014-2015 (before the ESRP was in effect for medium-sized employers) with the 2015-2016 period for employers in these two firm size groups.
Our second source of data is the 2014-2016 annual, cross-sectional MEPS-IC. Similar to our approach with the longitudinal MEPS-IC, we compare changes for the treatment and control groups for the 2015-2016 period and also examine changes in the pre-treatment period for medium-sized employers (2014-2015).[footnoteRef:5] Unlike the longitudinal MEPS-IC, where we only have data for medium-sized firms for two years, the cross-sectional MEPS-IC has been fielded annually since 1996 and contains data on firms of all sizes.  [5:  In principle, we could also use the annual MEPS-IC data to evaluate the effects of the ESRP for large firms (100+ employees), which was implemented in 2015.  However, the MEPS-IC question on the number of employees at the establishment working fewer than 30 hours per week, a critical input for our analysis, was not added to the questionnaire until 2014, so we are not able to construct our measure of FTEs in the pre-period (2013-2014) for this analysis.  ] 

The MEPS-IC longitudinal data have two important advantages over the repeated cross-sectional MEPS-IC data. First, the longitudinal data allow us to analyze within-establishment changes in offers, such as the percent of non-offering establishments that gain insurance and the percent of offering establishments that drop coverage.  Second, they allow us to investigate the sensitivity of our results to restricting the analysis to establishments in firms that were within the size bounds of the treatment and control groups in both years versus treatment and control groups based on firm size in the first year of the panel.  In previous work using the longitudinal MEPS-IC (Vistnes, et al. 2017), we found that eligibility rates were more likely to decline (increase) at employers that expanded (contracted) their workforce.  By restricting our analysis to employers in the same firm size category in both years of the panel vs. including all employers in the treatment and control groups as identified based on firm size in the panel’s first year, we can evaluate whether any effects are due to increases in firm size or to the ESRP.  
Note that in this preliminary version of the paper we only disclosed results from the Census Bureau Data Center for the restricted version of the sample but plan to release other results in the future. Also note that this restriction limits the sample to employers that would be subject to the ESRP over a longer, two-year period (the second year of the panel and the year after which is unobserved), since the determination of ALE status is based on employer size in the previous year.
Use of the annual MEPS-IC enhances our analysis in several ways: 1) information on all firm sizes allows us to construct an additional control group (firms with 100 to 125 employees), 2) the larger sample size allows for more precise estimates and 3) we are able to examine the 2008-2013 period to compare pre-trends in recent years in offer rates, eligibility rates and other ESI measures for our treatment and control groups.  A disadvantage of the annual MEPS-IC is that we do not have information on employer size in the previous calendar year which is used in determining ALE status.[footnoteRef:6]    [6:  Due to data limitations, we use the total number of employees in each firm rather than FTEs to evaluate whether employers in these approximate size categories exhibit similar time trends in the pre-treatment period.
] 


Constructing treatment and control groups 
The ESRP defines employer size using FTEs (with 30 or more hours per week counting as full time), rather than the total number of employees. Therefore, we construct a measure of FTEs using three pieces of information available in the MEPS-IC: the number of employees at the establishment working fewer than 30 hours per week, the total number of employees at the establishment and the total at the firm.  We assume that an establishment’s part-time employees work 20 hours a week, the modal value from the MEPS-Household Component, 2013-2015, for private-sector employees working fewer than 30 hours per week in each year in the period. We calculate the FTEs for each establishment as follows:



After calculating an establishment’s number of FTEs, we assume that the composition of the establishment’s workforce is representative of the entire firm, and apply the ratio of the establishment’s FTEs to total employees to the total number of employees at the firm to obtain firm-level FTEs. 

Difference-in-Difference Analysis
We estimate difference-in-difference models for a number of ESI outcome measures, with models characterized by Equations 2 and 3 (for the longitudinal analyses) and 4 and 5 (for the cross-sectional analyses):






where  denotes the panel (equal to 1 for panel 2 observations), represents the survey year for the cross-sectional data in models for the 2015-2016 period (equal to 1 for 2016), indicates whether the establishment is in the treatment group or control group (equal to 1 for the treatment group) and  is the standard DD estimator.[footnoteRef:7]  [7:  X is a vector of establishment-level characteristics: industry, ownership type, age of firm and state; workforce characteristics: the percentage of employees that are women, age 50 or older, union members, low wage and middle wage (with the percentage high wage as the omitted category); and county-level characteristics including an indicator for economic dependency, the degree of urbanicity, the unemployment rate, an indicator for low employment, and an indicator for low education. In the longitudinal analyses, variables in the X vector are first-year values and in the cross-sectional analyses they are survey-year values. In the longitudinal model we also include the year 1 to year 2 change in the unemployment rate in the county, while in the cross-sectional model we include the unemployment rate level in the survey year.
] 

 represents the ESI outcomes measures in our analyses.  We begin by using the longitudinal MEPS-IC to estimate within-establishment changes in offers. In these models,  represents a 0/1 variable indicating whether an establishment offers insurance in year 2 of each panel (set to 1 if the establishment offers insurance).  We estimate two models: 1) gains in offers of insurance among the subset of employers that do not offer insurance in year 1 of their panel and 2) losses of offers of insurance in the subset of employers that offer insurance in year 1. In future work, we plan to present the net effect of the gains and losses on offer rates in the longitudinal data.
For the rest of our ESI outcome models, we estimate models of average changes across years using both the longitudinal MEPS-IC and the cross-sectional MEPS-IC.  While the models vary in specification and how the outcome measures are constructed – the DD estimator has a similar interpretation in both the longitudinal and cross-sectional models. The most important distinction between the two sets of results is that in the longitudinal data we restrict the sample to employers that are in the treatment and control groups in both years within each panel.
In the cross-sectional model for offer rates,  represents a 0/1 variable for whether the establishment offers insurance in the survey year for each observation. For all other outcome measures using the longitudinal data,  represents establishment-level changes in ESI measures between the establishment’s first and second years in the survey. In the cross-sectional data these measures are measures in the survey year for each observation. 
Our additional outcome measures include eligibility rates and the following two components of eligibility: 1) the minimum hours required for employees to be eligible for insurance and 2) the percentage of the establishment’s employees that work fewer than 30 hours per week. These models are estimated on the subset of employers that offer insurance. Note that when we refer to establishments offering insurance or having eligible workers in our longitudinal sample, this restriction applies for both years an establishment is in the panel. 
 We also estimate take-up rate models for employers that offered insurance and had positive numbers of eligible workers and a coverage rate model (#enrolled/# employees) for our subset of employers offering insurance. Changes in the coverage rate in these models would reflect changes in both eligibility rates and take-up rates.  
Finally, we estimate two additional models on the full sample of establishments: the change in the percentage of employees working fewer than 30 hours per week and the change in the coverage rate (# of enrolled employees/# of employees).  The latter measure incorporates changes in offer rates, along with the changes in eligibility and take-up rates mentioned above.

Treatment and control groups in the cross-sectional sample
We estimate three separate difference-in-difference models with the cross-sectional sample.  The first set of models compares employers with 25 to 49 FTEs with those with 50 to 99 FTEs, as in the longitudinal analyses. In the second set of models, we use the availability of data for larger employers in the cross-sectional MEPS-IC to add an additional control group to our analyses: establishments in firms with 100-125 FTEs. Since the ESRP began in 2015 for firms of this size, we compare their experience moving from 2015 to 2016 (when they were subject to the responsibility provisions in both years) to that of medium-sized firms who were subject to the provision in 2016.  
In our third set of models, we incorporate 2014 data into our analyses (not represented in equations 4 and 5) so that we can have a short period of time to evaluate pre-trends (from 2014 to 2015) for our 25-49 size control group and our treatment group. As described above, we are not able to incorporate earlier years because the MEPS-IC did not ask questions on the number of workers who work fewer than 30 hours per week prior to 2014 and it is important to construct treatment and control groups that are directly related to the size categories in the ESRP. In these models, we include indicator variables for both 2015 and 2016 and interactions on both variables and the indicator for the treatment group.  In these models, the coefficients on our relevant interactions indicate differences in both 2015 and 2016 relative to 2014, the omitted category.
We apply longitudinal or cross-sectional establishment-level weights to all models to produce nationally representative estimates for private-sector establishments and run all models using OLS to simplify the interpretation of the coefficients on the interactions between our treatment group and the treatment period. Unless otherwise indicated, all differences discussed in the text are significant at p<0.05, or better.

Limitations
Sample Restrictions 
As noted above, we limit our sample of employers in the longitudinal survey to those in the same size category in both years for the treatment and control size groups.  However, a concern with this restriction is that it is possible that medium-sized firms intentionally reduced their FTE size in order to avoid the ESRP and that by restricting our sample we would not observe this behavior, thereby biasing our results. To evaluate this issue, we estimate a difference-in-difference model of the change in firm size (number of employees) between the two years of a longitudinal panel for employers in our treatment vs. control group. This analysis alleviated our concern about potential bias since it indicated that instead of decreasing their size, employers in the treatment group were more likely than the control group to increase their size (p < 0.10). 
This pattern can also be observed in Table 1, which shows the proportion of establishments in the size categories 25-49 and 50-99 in year 1 of a panel that changed size categories or remained in the same size category in year 2.  As shown in Table 1, 4.2 percent of panel 1 establishments in the treatment group grew into a bigger size category in the second year, but in panel 2, that number increased to 15.6 percent.  The difference-in-difference estimator (9.7 percentage points) on this estimate was also statistically significant.
Note that in future work we will present results estimates on the full sample of employees to show the sensitivity of our results to this restriction. We also plan to test the sensitivity of our results to the possibility that the 2015-2016 panel contained firms that were larger than in the 2014-2015 longitudinal panel.  Since we used FTEs and not total firm size to classify employers and the 2015-2016 panel contained firms of all sizes while the 2014-2015 panel contained firms with 100 or fewer employees, the distribution of the 2015-2016 panel may be weighted more towards the upper end of the 50-99 size group.  To test this, we can restrict both samples to employers with 100 or fewer employees and then construct our FTE size groups.

Limitations
Another concern with our treatment and control groups, given the short analyses period in the 2014 to 2016 time frame, is that while in 2015 medium-sized employers were not yet subject to the ESRP, medium-sized employers may have made some changes to their health insurance benefits in anticipation of the coming requirements.  Alternatively, they may have started making plans in response to the ESRP, thinking that its start date would remain as originally written, and kept their plans in place even after the ESRP was delayed.
Similarly, while in theory, large firms wouldn’t have changed their behavior between 2015 and 2016 since they were subject to the ESRP in both years, it is possible that they adjusted to the 2015 change with a lag. We discuss these possibilities when discussing our findings below.

Descriptive Statistics
Before evaluating difference-in-difference estimates using the cross-sectional MEPS-IC, we present trends for 2008-2013 for offer, eligibility, take-up and coverage rates (among offering establishments) for firm sizes calculated with total employment instead of FTEs for our three firm sizes of interest: 25-49, 50-99 and 100-125 total employees.  Since it is not possible to construct measures of FTEs prior to 2014 using MEPS-IC data, we use these longer-term to provide some evidence about whether our control groups, in qualitatively similar categories to our preferred categories, followed similar patterns to our treatment group.  At this point in our project, we are qualitatively evaluating the trend lines for similar patterns and plan to perform formal statistic tests in future work.
With respect to the trends prior to 2014, when many provisions of the ACA were implemented, the patterns observed for employers with 50-99 employees were generally similar to those for the two control groups for offer rates, in that they moved in the same direction. However, there were some differences in trends in individual years, which raises some concern that we will encounter similar, and potentially spurious, differences in our analyses given our short time period.
Eligibility rates were relatively stable from about 2009 on, with more similarities between employers with 50-99 and 25-49 employers than those with 100-125 employees. Take-up rates followed a downward trend for all size groups from 2010 through 2013, again with some differences in patterns in individual years.  Enrollment patterns among all employees at offering establishments were more similar for the 25-49 and 50-99 sized employers than with the larger employers and this was also true when considering enrollment rates among all employers. 

Descriptive Difference-in-Difference Estimates

Tables 2 through 6 provide difference-in-difference (DD) estimates calculated from means from the longitudinal and cross-sectional samples, using our treatment and control groups calculated using FTEs. The estimates calculated from the longitudinal survey (Tables 2 and 3) compare the year 2 minus year 1 differences for panel 2 vs. panel 1 for the treatment (50-99) and control (25-49) groups.  The cross-sectional differences reflect differences from 2015-2016 for the treatment (50-99) and control groups (25-49 and 100-125).  We also present estimates for changes from 2014-2015 for the size groups 25-49 and 50-99 to show pre-treatment period data. 
As shown in Tables 2 and 3, the eligibility rate measure was the only outcome variable to exhibit a significant difference-in-difference estimate in our analysis using the longitudinal data. Note that the negative difference-in-difference estimate reflects changes that occurred in the control group rather than in the treatment group.  For establishments in the 50-99 size category, there was no significant difference in the year 2 – year 1 changes between the second and first panels, however there was a shift for the smaller size category (Table 3).
Note that we observe a large point estimate for the difference-in-difference estimate for gaining coverage (12.3 percentage points, Table 2).  However, the estimate was not statistically significant since the standard error on this estimate was large, as the estimate was based on a small sample of establishments that did not offer coverage in year 1 (approximately 90 and 50 establishments in the control and treatment groups, respectively for Panel 2). 
With respect to the cross-sectional DD results (Tables 4 through 6), the offer rate was the only outcome measure where we observed statistically significant difference-in-difference estimates (in Tables 5 and 6), which is consistent with the expected effect of the ESRP.  However, the effects are not consistent across time period or treatment groups.  For example, when comparing the 50-99 and 25-49 size groups between 2015 and 2016 (Table 4), the changes in offer rates were identical for the two groups over this time period, leading to a zero difference-in-difference.  However, this was not the case or the 2014-2015 time period (Table 5), where the difference in difference is positive and significant, a result of offer rates declining for the 25-49 category but increasing for the 50-99 category.  The increase in offer rates for the 50-99 category in this time period raises the question of whether the treatment group anticipated the coming changes in 2016 and increased their offer rates a year ahead of time. In addition, when examining offer rate changes for the 25-49 size group, calculated using total employees instead of FTEs (shown in Exhibit 1), we do not observe the increase in offer rates from 2015-16 that the 25-49 FTE group exhibited.
With respect to our DD estimates using the 100-125 size category as a control group (Table 6), we find a positive difference-in-difference estimate for offer rates in the 2015-2016 time period – a different result from when we use the 25-49 group as a control group for the same time period.  This positive DD measure is a result of offer rates declining for the control group but increasing for the treatment group.  The decline in offer rates for the 100-125 group, however, followed a large increase in 2015, the year that the ESRP was first in effect for these larger employers. A complication in interpreting our results is that while the offer rates were relatively volatile for the 100-125 size group when calculated using FTEs, they were not volatile using the total number of employees (as shown in Exhibit 1). With respect to other results, the difference-in-difference estimate for the coverage rate (# enrollees/# employees), calculated among all establishments (bottom of Table 6), was also statistically significant, reflecting the increase in the offer rate since there was no statistically significant DD estimates for the eligibility or take-up estimates.

Multivariate results
Longitudinal Results
(Note to seminar participants:  we have not yet released coefficients from the Census Bureau Data Center for our multivariate results – we have only released qualitative statements on the significance of our DD coefficient so as not to limit future releases arising from potential changes to our model in response to comments).
Similar to our descriptive results, we did not find any statistically significant key interaction terms in our models of gaining or losing offers of coverage, but did find that our key interaction term in our eligibility model was negative and significant at p < 0.10.  Our key interaction term was statistically insignificant in all of our other models, including: the change in the minimum hours required for employees to be eligible for insurance, change in the percentage of employees working fewer than 30 hours per week (among all employers in our sample as well as the subset of those that offered insurance in both years, the coverage rate (among all employers in our sample and those that offered insurance in both years, and the take-up rate (among employers with positive numbers of eligible workers in both years). 

Cross-sectional Results
Our first set of cross-sectional DD models use 2015 to 2016 data to compare employers with 25 to 49 FTEs with those with 50 to 99 FTEs.  In these models, we compare differences in 2016 vs 2015 for the treatment group to differences in the control group. We estimated models on the likelihood of offering insurance, the percentage of employees who work fewer than 30 hours per week and the coverage rate (enrollees/employee) for all establishments in this size. For employers that offered coverage, we estimated models for the  minimum hours of work required for employees to be eligible for coverage, the eligibility rate, the percent of employees working fewer than 30 hours per week and the coverage rate(enrolled/employees). Among employers that offered insurance and had eligible workers, we estimated a model of take-up of coverage (enrolled employees/eligible employees). We did not find any key interaction terms that were statistically significant in these models.
Next, we turn to our models using cross-sectional data from 2014 to 2016.  Note that the specification for this model differs from that indicated in equation 2 in that we included indicators for both 2015 and 2016 and interactions of the treatment group with both of these years.  In this set of models, almost all of the coefficients of the interactions of interest, the interaction terms of 50 to 99 with 2015 and also with 2016, were statistically insignificant. However, in the offer equation, both the 2015 and 2016 interaction terms were positive and statistically significant but they were not statistically different from each other. These results mirror the earlier descriptive results and indicate that the difference-in-difference estimator calculated on a pre-treatment period (2014-2015) was statistically significant and positive.  As mentioned above, while we would have expected to observe this pattern in 2016 when the ESRP went into effect for medium-sized firms, the fact that they occurred in 2015 complicates our analysis since it could indicate an anticipatory effect by medium-sized employers where they responded to the treatment a year early.  
Finally, we estimated our models using establishments with 100-125 FTEs as our control group and data from 2015 and 2016. Recall from our descriptive analyses that we found a positive difference-in-difference estimate for 2015-2016 for offer rates, as the offer rate for our treatment group increased but for our control group it decreased.  In our multivariate analyses we again found that the coefficient of interest was positive and highly significant.  In all other models, the coefficient of interest (50 to 99 interacted with 2016) was not statistically significant, including the coefficient in the coverage rate model calculated among all establishments, which had been statistically significant in the descriptive DD results. 

Discussion
In this paper, we used longitudinal and cross-sectional MEPS-IC data to evaluate the effect of the Employer Shared Responsibility Provisions of the ACA on medium-sized employers with 50-99 full-time equivalent employees.  We used two control groups in our analyses, employers with 25-49 employees and employers with 100-125 employees. In general, we did not find many statistically significant effects of the ESRP on employers’ health insurance decisions, despite testing for the presence of changes in eligibility rates, take-up rates, coverage rates, minimum hour requirements for eligibility for coverage and the percentage of employees working fewer than 30 hours per week.
 While we did find positive and statistically significant findings for offer rates, which is in line with predictions from incentives present in the ESRP, the findings were not consistent across time periods or across control groups, making it difficult to draw strong conclusions.  For example, using the control group of 100-125 employees but not the 25-49-sized group in the 2015-2016 period yielded a positive difference-in-difference estimate.  The positive effect that we found using the smaller control group occurred in our 2014-2015 analysis, suggesting an anticipation by employers of the implementation of the ESRP in 2016.  We did not find any statistically significant DD effects for offer rates using the longitudinal data, but this might have been due to the small sample size in the model predicting employers’ decisions to switch from not offering to offering coverage.  While we did find a statistically significant and negative effect on eligibility rates in our longitudinal analysis, the DD estimate was only significant at p < 0.10 and we did not find any statistically significant evidence for any components related to the eligibility rate, such as changes in minimum hours required for eligibility or in the percent of employees working fewer than 30 hours per week.
We plan to run additional sensitivity tests on our models, including restricting the longitudinal sample to employers that start the panel with a firm size < 100 in both panels (using total employees rather than FTEs) and relaxing our restriction on employers remaining in the same firm size categories in both years. We also plan to release estimates that have already been run using firm size categories based on total employees rather than FTEs. In addition, we plan to estimate alternative offer models using the longitudinal data on all establishments, rather than on offering and non-offering establishments to address concerns about sample size.  Finally, we plan to test the sensitivity of our cross-sectional results to using employee-level weights instead of establishment weights and to using a control group of 100-150 FTEs rather than 100-125 FTEs. Finally, if we have sufficient sample size in the annual MEPS-IC sample, we plan to analyze data for the subset of establishments that are majority low-wage employers.
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	Table 1:  Changes in size category in the MEPS-IC Longitudinal Survey

	Year 1 Firm Size
	Year  1 to Year 2 change- Percent in:
	Panel 1: 2014-2015
	Panel 2: 2015-2016
	Difference Panel 2 - Panel 1
	Difference in Panel Difference Across Firm Size Categories

	FTE size: 25-49
	Same category
	75.7
	73.9
	-1.8
	

	
	Bigger category
	7.5
	9.2
	1.7
	

	
	Smaller category
	16.8
	16.9
	0.1
	

	Approximate Sample Size
	
	480
	740
	
	

	
	
	
	
	
	

	FTE size: 50-99
	Same category
	80.8
	71.8
	-9**
	-7.2

	
	Bigger category
	4.2
	15.6
	11.4***
	9.7**

	
	Smaller category
	15
	12.6
	-2.4
	-2.5

	Approximate Sample Size
	
	780
	710
	
	


*,**,*** Indicates significance at the p < 0.10, p < 0.05 and p < 0.01 levels, respectively
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	Table 2: Difference-in-difference descriptive estimates from the MEPS-IC Longitudinal Sample: Offer Rates

	
	
	
	
	
	
	

	Establishments not offering in Year 1:
	Approx. Sample Size Panel 1
	Approx. Sample Size Panel 2
	Panel 1
Percent Gaining: 2014-2015
	
Panel 2
Percent Gaining: 2015-2016
	Difference: Panel 2 - Panel 1
	Difference in Panel Difference Between Firm Size Categories

	FTE size: 25-49
	100
	90
	7.8
	9
	1.2
	12.3

	FTE size: 50-99
	100
	50
	29.5
	43
	13.5
	

	Establishments offering in year 2
	
	
	Panel 1 Percent Losing: 2014-2015
	Panel 2 Percent Losing:
2015-2016
	Difference: Panel 2 - Panel 1
	Difference in Panel Difference Between Firm Size Categories

	FTE size: 25-49
	200
	450
	3.7
	3.7
	0
	-1.2

	FTE size: 50-99
	550
	500
	2.5
	1.3
	-1.2
	



	Table 3: Difference-in-Difference Estimates from the MEPS-IC Longitudinal Survey

	
	
	
	
	
	Differences

	
	Panel 1
	Panel 2
	Within Firm Size Category
	

	
	2014 Level
	2015 Level
	2015 Level
	2016 Level
	Panel 1: 2014-2015 
	Panel 2: 2015-2016 
	Panel 2 - Panel 1
	DDD -  Across Firm Size Categories

	
	Establishments Offering Health Insurance in Both Years

	Eligibility Rate
	
	
	
	
	
	
	
	

	FTE size: 25-49
	82.01
	79.10
	77.78
	78.49
	-2.91
	0.71
	3.62**
	-4.42*

	FTE size: 50-99
	79.73
	82.29
	81.96
	83.72
	2.56
	1.76
	-0.8
	

	Take-up Rate
	
	
	
	
	
	
	
	

	FTE size: 25-49
	73.04
	73.90
	71.96
	71.18
	0.86
	-0.78
	-1.64
	3.69

	FTE size: 50-99
	75.7
	72.79
	75.1
	74.24
	-2.91
	-0.86
	2.05
	

	Coverage Rate
	
	
	
	
	
	
	
	

	FTE size: 25-49
	60.47
	58.75
	57.55
	56.9
	-1.72
	-0.65
	1.07
	-0.44

	FTE size: 50-99
	60.93
	61.65
	61.72
	63.07
	0.72
	1.35
	0.63
	

	% Working < 30 Hours Per week
	
	
	
	
	
	
	
	

	FTE size: 25-49
	13.55
	14.12
	16.35
	16.88
	0.57
	0.53
	-0.04
	0.79

	FTE size: 50-99
	14.22
	13.08
	14.01
	13.62
	-1.14
	-0.39
	0.75
	

	Required Hours for Health Insurance Eligibility
	
	
	
	
	
	
	
	

	FTE size: 25-49
	30.27
	29.72
	29.43
	29.04
	-0.55
	-0.39
	0.16
	-1.09

	FTE size: 50-99
	29.11
	29.45
	29.53
	28.94
	0.34
	-0.59
	-0.93
	

	Approximate Sample Size: 25-49
	200
	200
	450
	450
	
	
	
	

	Approximate Sample Size: 50-99
	550
	550
	500
	500
	
	
	
	

	
	All establishments

	Coverage Rate
	
	
	
	
	
	
	
	

	FTE size: 25-49
	46.15
	44.61
	41.69
	40.98
	-1.54
	-0.71
	0.83
	-0.27

	FTE size: 50-99
	52.64
	54.07
	55.87
	57.86
	1.43
	1.99
	0.56
	

	% Working < 30 Hours Per week
	
	
	
	
	
	
	
	

	FTE size: 25-49
	17.08
	18.29
	23.47
	23.47
	1.21
	0
	-1.21
	2.09

	FTE size: 50-99
	17.75
	16.87
	16.62
	16.62
	-0.88
	0
	0.88
	

	Approximate Sample Size: 25-49
	350
	350
	550
	550
	
	
	
	

	Approximate Sample Size: 50-99
	650
	650
	550
	550
	
	
	
	


* Indicates significance at the p < 0.10 level.
	
Table 4: Difference-in-Difference Results, Cross-Sectional Data, 2015-2016, Control Group = Firm size: 25-49

	
	2015
	2016
	Difference 2015-2016
	Difference in Difference Across Firm Size Categories

	Offer Rate
	
	
	
	

	FTE size: 25-49
	70.6
	74.9
	4.3**
	0

	FTE size: 50-99
	86.9
	91.2
	4.3***
	

	Establishments that Offer Health Insurance

	Eligibility Rate
	
	
	
	

	FTE size: 25-49
	78.61
	79.3
	0.69
	0.8

	FTE size: 50-99
	80.01
	81.5
	1.49
	

	Take-up Rate
	
	
	
	

	FTE size: 25-49
	71.23
	70.36
	-0.87
	-0.82

	FTE size: 50-99
	71.65
	69.96
	-1.69
	

	Coverage Rate
	
	
	
	

	FTE size: 25-49
	57.04
	56.08
	-0.96
	1.5

	FTE size: 50-99
	57.79
	58.33
	0.54
	

	% working < 30 hours per week
	
	
	
	

	FTE size: 25-49
	16.03
	15.07
	-0.96
	-0.02

	FTE size: 50-99
	15.69
	14.71
	-0.98
	

	Required hours for eligibility for health insurance
	
	
	
	

	FTE size: 25-49
	29.27
	28.73
	-0.54
	0.14

	FTE size: 50-99
	29.67
	29.27
	-0.4
	

	Approximate Sample Size: 25-49
	1200
	1500
	
	

	Approximate Sample Size:50-99
	1100
	1300
	
	

	All Establishments

	Coverage Rate
	
	
	
	

	FTE size: 25-49
	40.25
	42
	1.75
	1.19

	FTE size: 50-99
	50.22
	53.16
	2.94
	

	% working < 30 hours per week
	
	
	
	

	FTE size: 25-49
	22.27
	19.98
	-2.29*
	-0.1

	FTE size: 50-99
	19.1
	16.71
	-2.39*
	

	Approximate Sample Size: 25-49
	1700
	2100
	
	

	Approximate Sample Size:50-99
	1300
	1400
	
	


*Indicates significance at the p < 0.10 level.
	
Table 5: Difference-in-Difference Results, Cross-Sectional Data, 2014-2015, Control Group = Firm size: 25-49

	
	2014
	2015
	2015-2014
	Difference in Difference Across Firm Size Categories

	Offer Rate
	
	
	
	

	FTE size: 25-49
	73.9
	70.6
	-3.3*
	6.7***

	FTE size: 50-99
	83.5
	86.9
	3.4*
	

	Establishments that Offer Health Insurance

	Eligibility Rate
	
	
	
	

	FTE size: 25-49
	77.21
	78.61
	1.4
	0.86

	FTE size: 50-99
	77.75
	80.01
	2.26
	

	Take-up Rate
	
	
	
	

	FTE size: 25-49
	73.24
	71.23
	-2.01
	-0.22

	FTE size: 50-99
	73.88
	71.65
	-2.23
	

	Coverage Rate
	
	
	
	

	FTE size: 25-49
	56.59
	57.04
	0.45
	-0.96

	FTE size: 50-99
	58.3
	57.79
	-0.51
	

	% working < 30 hours per week
	
	
	
	

	FTE size: 25-49
	17.84
	16.03
	-1.81
	1.06

	FTE size: 50-99
	16.44
	15.69
	-0.75
	

	Required hours for eligibility for health insurance
	
	
	
	

	FTE size: 25-49
	29.13
	29.27
	0.14
	0.53

	FTE size: 50-99
	29
	29.67
	0.67
	

	Approximate Sample Size: 25-49
	1300
	1200
	
	

	Approximate Sample Size:50-99
	1200
	1100
	
	

	All Establishments

	Coverage Rate
	
	
	
	

	FTE size: 25-49
	41.8
	40.25
	-1.55
	3.1

	FTE size: 50-99
	48.67
	50.22
	1.55
	

	% working < 30 hours per week
	
	
	
	

	FTE size: 25-49
	20.6
	22.27
	1.67
	-1.98

	FTE size: 50-99
	19.41
	19.1
	-0.31
	

	Approximate Sample Size: 25-49
	1800
	1700
	
	

	Approximate Sample Size:50-99
	1400
	1300
	
	


*,**,*** Indicates significance at the p < 0.10, p < 0.05 and p < 0.01 levels, respectively.

	
Table 6: Difference-in-Difference Results, Cross-Sectional Data, 2015-2016, Control Group = Firm size: 100-125

	
	2015
	2016
	Difference 2016-2015
	Difference in Difference Across Firm Size Categories

	Offer Rate
	
	
	
	

	FTE size: 50-99
	86.9
	91.2
	4.3**
	10.3***

	FTE size: 100-125
	97.1
	91.1
	-6**
	

	Establishments that Offer Health Insurance

	Eligibility Rate
	
	
	
	

	FTE size: 50-99
	80.01
	81.5
	1.49
	3.84

	FTE size: 100-125
	82.56
	80.21
	-2.35
	

	Take-up Rate
	
	
	
	

	FTE size: 50-99
	71.65
	69.96
	-1.69
	-0.49

	FTE size: 100-125
	71.77
	70.57
	-1.2
	

	Coverage Rate
	
	
	
	

	FTE size: 50-99
	57.79
	58.33
	0.54
	2.49

	FTE size: 100-125
	60.63
	58.68
	-1.95
	

	% working < 30 hours per week
	
	
	
	

	FTE size: 50-99
	15.69
	14.71
	-0.98
	-3.02

	FTE size: 100-125
	13.79
	15.83
	2.04
	

	Required hours for eligibility for health insurance
	
	
	
	

	FTE size: 50-99
	29.67
	29.27
	-0.4
	-1.07

	FTE size: 100-125
	28.25
	28.92
	0.67
	

	Approximate Sample Size:50-99
	1100
	1300
	
	

	Approximate Sample Size:100-125
	400
	400
	
	

	All Establishments

	Coverage Rate
	
	
	
	

	FTE size: 50-99
	50.22
	53.16
	2.94
	8.38**

	FTE size: 100-125
	58.9
	53.46
	-5.44
	

	% working < 30 hours per week
	
	
	
	

	FTE size: 50-99
	19.1
	16.71
	-2.39
	-4.65

	FTE size: 100-125
	14.8
	17.06
	2.26
	

	Approximate Sample Size:50-99
	1300
	1400
	
	

	Approximate Sample Size:100-125
	450
	400
	
	


*,**,*** Indicates significance at the p < 0.10, p < 0.05 and p < 0.01 levels, respectively.
Exhibit 1: Offer Rate: Percentage of private-sector establishments that offered health insurance to their workers, by firm size: 2008-2016
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Exhibit 2: Eligibility Rate: Percentage of private-sector workers at establishments offering insurance that are eligible for insurance, by firm size: 2008-2016
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Exhibit 3: Take-up Rate: Percentage of private-sector eligible workers enrolling in health insurance, by firm size: 2008-2016
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Exhibit 4: Coverage Rate: Percentage of private-sector employees enrolled in a health plan through their own employer, by firm size: 2008-2016
Offering Establishments
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Exhibit 5: Coverage Rate: Percentage of private-sector workers enrolled in a health plan through their employer, by firm size: 2008 to 2016
All Establishments
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